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Die vorliegende Arbeit beschäftigt sich mit der Größenordnung psychischer Störungen auf einer 
bevölkerungsbezogenen Ebene. Dabei werden Häufigkeit und (gesellschaftliche) Krankheitslast 
anhand von epidemiologischen Studien herausgestellt, in denen – z.T. erstmals für Deutschland – 
psychische Störungen im Sinne der modernen Klassifikationssysteme (ICD-10 bzw. DSM-IV) 
umfassend, mit hinreichender Reliabilität und repräsentativ erhoben wurden. Zunächst wird nach 
einleitenden methodischen Überlegungen ein Überblick über die Prävalenz psychischer Störungen in 
Deutschland und Europa gegeben (Teil A). Danach werden als soziodemografische Determinanten 
psychischer Störungen exemplarisch Geschlechtsunterschiede sowie Unterschiede zwischen alten 
und neuen Bundesländern untersucht (Teil B). Anhand verschiedener Indikatoren für die 
Krankheitslast von Gesundheitsstörungen wird daraufhin gezeigt, dass psychische Störungen sowohl 
was „verlorene Lebensjahre“ aufgrund von Krankheitseinschränkungen und Behinderungen als auch 
was monetär bewertbare Kosten betrifft (z.B. indirekte Kosten durch Arbeitsausfall oder direkte Kosten 
durch Behandlungen), ausgesprochen teure Erkrankungen sind (Teil C). In diesem Zusammenhang 
ist auch das Zusammenspiel psychischer Störungen und körperlicher Erkrankungen von Bedeutung: 
Psychische Störungen sind nicht nur per se kostenträchtig, sondern sie wirken sich insbesondere 
auch ungünstig auf Lebensqualität, gesundheitliche Einschränkungen und Inanspruchnahmeverhalten 
bei bestehenden körperlichen Erkrankungen aus (Teil D). In einer abschließenden Diskussion wird 
festgestellt, dass die Bedeutung psychischer Störungen – auch im Vergleich mit körperlichen 







Die vorliegende publikationsbasierte Arbeit ist in englischer Sprache abgefasst und bewegt sich 
entlang 10 eigener Artikel, die zwischen 2002 und 2006 erschienen sind (Liste siehe 
gegenüberliegende Seite). Diese Artikel sind an den entsprechenden Stellen im Original auf farbigem 
Papier eingefügt, d.h. die Seitenzahlen des Inhaltsverzeichnisses beziehen sich nur auf den Text der 
Habilitationsschrift. Durch diese Einfügungen technisch notwendige Leerseiten sind als solche 
gekennzeichnet. 
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How prevalent are mental disorders in the general population, and what is the size of associated 
impairments and disabilities? What are the individual and societal costs attributable to mental 
disorders, and how large are these costs compared to the costs attributable to somatic diseases? How 
many affected individuals are recognized and diagnosed by health care facilities (e.g., in general 
practice), and which mental disorders are treated, how frequently and in which medical settings? 
Questions like these are of core importance for adequate resource allocation within the whole health 
care system (health care supply, research and training). The knowledge in this field had to be 
extensively revised in recent years because definition, diagnostic procedures and epidemiological 
coverage changed fundamentally in the last decades.  
 
First, the notorious lack of reliability of former “classic” diagnostic concepts (e.g. “neurotic” vs. 
“psychotic” vs. “borderline”) had to be resolved in order to create a credible set of terms and definitions 
as a basis for further differential research on etiological and pathogenetic models and to improve 
empirically supported therapies. The tremendous advances in this field since the establishment of 
modern classification systems (DSM-III upwards; APA, 1980, 1987, 1994, 2000; WHO, 1993) have 
stimulated disorder specific research and the development of increasingly specific treatment 
strategies. Taking anxiety disorders defined by DSM-IV-TR as an example, much more effective 
treatments are available nowadays compared to former times characterized by a relatively diffuse 
concept of “anxiety neurosis”. Treatment rationals and interventions for panic disorder are different 
from such for generalized anxiety disorder, and social anxiety disorder and its treatment is 
conceptualized different from animal phobias or blood/injection/injury phobia or separation anxiety etc.. 
Further, the introduction of operationalized criteria for mental disorders in modern classification 
systems allowed to estimate prevalence and distribution of mental disorders for the first time in a 
reliable and comprehensive manner. The development of structured or standardized clinical interviews 
(e.g., DIS, Robins et al., 1981; CIDI, Robins et al., 1988, Wittchen, 1994) was essential for 
epidemiological studies to indentify cases in huge unselected samples beyond clinical populations. A 
benchmark for a large population based study with modern diagnostic instruments (CIDI, DSM-III-R) is 
the U.S. American National Comorbidity Survey (NCS) with its initial publication (Kessler et al., 1994) 
being now among the most cited scientific articles ever (May 2007: 4600 cites in Web of Science). 
 
Besides the necessary progress in the development of reliable diagnostic procedures, a second step 
is essential to answer the above mentioned questions about prevalence and associated features of 
mental disorders adequately. This step refers to the setting where the case identification takes place. 
Up to the 1990s, mental disorders were mainly counted and studied in clinical populations from 
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psychiatric or primary care settings. Before 1998/99, in Germany only administrative and non-
representative data were available for only a restricted spectrum of mental disorders (mainly 
schizophrenia, depression, alcohol and drug dependence and suicide). Besides the arguable scientific 
value of this kind of statistics it can be assumed that the picture building on these data sources was 
incomplete – even if assessment and data quality had been perfectly valid. Goldberg and Huxley 
(1980) were among the first ones to point out that people with mental disorders often are not in contact 
with the professional health care system for their disorders and thus do not receive any psychological 
or psychiatric treatment at all. Cases seen in a specialized treatment setting or general practice are 
therefore not representative, and clinical studies are of limited value to characterize mental disorder in 
the general population.  
 
The present Habilitation focuses on the description and selected explanatory models for the size of 
mental disorders in Germany and the European Union with regard to prevalence and incidence over 
the lifespan and the resulting individual and societal burden. The following important but yet 
insufficiently investigated topics are addressed: 
 
A) Methodological aspects of an increasingly accurate estimation process for mental disorders; 
highlighting prevalence and distribution of mental disorders on the basis of representative 
population based data (for the first time for Germany and the EU) 
 
B) Determinants of mental disorder prevalence taking gender differences and regional differences 
(East vs. West Germany) as examples 
 
C) Impact of mental disorders with regard to quality of life, direct health care costs as well as indirect 
costs (disability, associated societal burden) 
 
D) Selected questions concerning associations and interactions between mental disorders and 
somatic conditions 
 
The single chapters are orientated along ten peer reviewed publications between 2002 and 2006. 
Main data base is the German Health Interview and Examination Survey with its Mental Health 
Supplement (GHS-MHS). The GHS-MHS is the first German study using state-of-the-art diagnostic 
criteria and assessment instruments in a nationwide sample. Thanks to the design, several survey 





A) Methodological aspects and the prevalence of mental disorders 
 
 
1. The German Health Interview and Examination Survey and its Mental Health Supplement 
(GHS-MHS) as an example of standardized data collection with clinical features1 
 
 
Diagnosing mental disorders in large scale epidemiological studies 
 
Population-based nationally representative data about prevalence and distribution of somatic diseases 
and mental disorders, along with associated impairments, disabilities and handicaps are of core 
importance for health care policy-makers and providers. They are instrumental for determining met 
and unmet needs and for the development of programs to improve the structure and the quality of care 
(as well as access to appropriate health care). Further, such data are relevant for studying health 
economic issues and provide some guidance in developing more appropriate and cost-efficient 
allocation and financing models. More generally speaking, representative community surveys that 
describe patterns of health and morbidity are helpful to educate the public and politicians about the 
scope and the consequences of somatic as well as mental disorders. 
 
Key requirements of such epidemiological studies are (a) the definition of the target population under 
study, that can be either the total population of a region or a country, or representative samples, (b) 
explicit, reliable and valid criteria for diseases or, more generally, what constitutes a case (key 
symptoms or syndromes), (c) explicit, reliable and valid criteria for variables and factors that might be 
associated with a disease, and (d) use of epidemiological methods for measuring outcome occurrence 
as prevalence rates (in specified time frames) as well as for measuring associations (risk and 
protective factors) and impact (i.e. course of illness, associated impairments/disability, help-seeking 
and treatment).  
 
Historically, there have been only few nationally representative community surveys on the prevalence 
of mental disorders before the 1980´s and those available revealed tremendous variation in findings 
(Weissman et al., 1993). This has been explained by various factors, including: the misconception that 
mental disorders are fairly infrequent phenomena, the lack of reliable diagnostic criteria and diagnostic 
instruments, the almost exclusive focus on broad diagnostic categories of severe psychotic and 
neurotic disorders, the lack of efficient treatments and the lack of a broader spectrum of mental health 
services. Parallel to the introduction of explicit diagnostic criteria for specific forms of mental disorders 
in the DSM-III (APA, 1980), and subsequent to the landmark Epidemiological Catchment Area study 
(ECA; Regier et al., 1984; Robins & Regier, 1991) in 1980, this situation changed considerably. The 
ECA demonstrated not only that mental disorders can be assessed with a similar level of reliability, 
validity and accuracy as the assessment in surveys of somatic disorders, but also suggested that the 
                                                 
1 Large parts of paragraphs 1.-3. (p. 3-12) stem from a thesis (Jacobi, 2003) written for an international 
Master´s program on affective neuroscience (Universiteit Maastricht) 
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risk of developing mental disorders in adolescence, over the course of life (lifetime), as well as the 
current prevalence and comorbidity (e.g. 4-week, 12-month) had been heavily underestimated. 
 
Despite these developments, numerous critical and unresolved issues make it still difficult to draw firm 
conclusions about the size and scope of mental disorders, their associated correlates, and 
consequences which could potentially provide guidance for health care planning. These include:  
 
(1) Even though the majority of epidemiological studies made use of the same diagnostic instrument to 
obtain diagnoses according to the criteria of DSM-III-R and IV (American Psychiatric Association, 
1987, 1994), the Diagnostic Interview Schedule (DIS; Robins et al., 1981) and its successor, the 
Composite International Diagnostic Interview (CIDI; Robins et al., 1988; Wittchen et al., 1991), there 
is still substantial and sometimes confusing variation in findings (even more when different diagnostic 
instruments are used).  
 
(2) Some variations can be explained by design issues: the prevalence of mental disorders has been 
shown to differ by age groups and age cohort, thus the year the study was conducted and the age 
range of the sample is of relevance.  
 
(3) Almost all studies made at least some modification in their assessment instruments, by either 
adding diagnoses, omitting diagnoses, changing diagnostic thresholds or algorithms, changing the 
order of sections, adding questions on impairment and help-seeking or dimensional measures; other 
important sources of variance might result from the use of lay or alternatively clinical interviewers. All 
of these modifications have been shown to have potentially significant effects on prevalence estimates 
as well as comorbidity figures (Brugha et al., 1999; Narrow et al., 2002; Wittchen et al., 1999) which 
will be dealt with in a special section below.  
 
(4) A critical issue for health care policy decisions and implications derived from such studies is either 
lack or inconsistency in which disability and severity as well as help-seeking behaviour associated with 
mental disorders is evaluated. Such considerations are of major importance for health care planners to 
determine met and unmet needs appropriately for different target groups. This problem is particularly 
evident in prevalence estimates of studies based on the lifetime version of the DIS or CIDI. The 
lifetime version of the CIDI ascertains primarily whether the diagnostic criteria are met at some point in 
the respondents life and then asks for the first (onset) and last occurrence (recency) of at least some 
of the core features of the respective diagnosis. In these studies, current prevalence estimates merely 
indicate that the person had the diagnosis in the past and still has some symptoms without necessarily 
determining that the person meets the full set of diagnostic criteria. For health care purposes and need 
estimations, however, this type of diagnostic cross-sectional information is crucial – especially in 
conjunction with information on associated impairment, disability and help-seeking behavior in order to 
make an appropriate evaluation of need. 
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2. Two assessment perspectives: “Fully standardized interviews carried out by lay 
interviewers” vs. “Structured interviews including experienced clinical judgement” 
 
2.1. Critizising the “CIDI-approach” 
 
Diagnostic measures adopted in most of the above mentioned community studies are considerably 
different from those commonly employed in clinical practice. In particular, most of the epidemiological 
surveys have relied upon lay interviewers with no clinical experience, using specifically-designed, fully-
structured diagnostic interviews that eliminated the need for clinical judgement (standardized “close 
ended” questions without the possibility to question the subject’s answers, no availability of additional 
information that is usually present in clinical practice). 
 
In the debate about standardized vs. clinical assessment – what is in part a debate about categorial 
classification systems vs. dimensional approaches to psychopathology – several statements against 
standardization were made (e.g. Brugha et al., 1999; Brugha, 2002; Faravelli et al., 2004): 
 
• Different surveys even in the same population yield different results, e.g. 12-months prevalence 
rates of major depression of 4.2% (ECA, DIS) and 10.1% (NCS, UM-CIDI) in the U.S., calling into 
question the validity of these assessments. 
 
• Founded on the historical legacy of psychopathology, clinical knowledge and experience of 
abnormal states of mind, the skills to elicit them and to make judgements as to their presence and 
significance should be the crucial elements of gold-standard assessment instruments and shall 
therefore not be ommitted. Idiosyncrasies of individual clinicians as a possible source of poor 
reliability can be eliminated in semi-structured interviews as the Schedules for Clinical 
Assessment in Neuropsychiatry (SCAN; Wing et al., 1990), a successor of the Present State 
Examination (PSE; Wing et al., 1974). 
 
• For the first generation of the standardized interviews, poor concordance between at least some 
diagnoses obtained by these methods and by clinicians using less structured assessment 
methods were reported (Anthony et al, 1985; Brugha et al., 1999; Brugha et al., 2001; Erdman et 
al., 1987; Helzer et al., 1985; Wittchen, 1994). Given that clinical semi-structured assessment is 
the gold standard, poor concordance has to be interpreted as poor validity of the fully standardized 
methods. 
 
• Standardized assessment and categorical coding neglect the dimensional nature of 
psychopathological syndromes (in particular in terms of severity) and are therefore inappropriate 
to assess disability and need for treatment. Moreover, categorizing (or even worse: dichotomising) 
mental health in principle contradicts reality and the nature of the phenomena under study. 
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• In standardized interviews, a “psychiatric symptom” is the answer to a standardized question. 
Answers given by the respondent are taken a priori as valid (coded without questioning possible 
misunderstandings, inconsistencies, biases due to subjective filtering, social acceptability etc.). 
This contradicts knowledge about self report data (in general and in particular in populations with 
psychiatric problems) and can only be overcome by non-standardized, clinically experienced cross 
questioning. 
 
• The fully atheoretical and therefore “objective” assessment perspective underlying the philosophy 
of categorisation and standardization reflects a naïve sort of Empiricism which implies a merely 
sensorial theory of knowledge in which the observer is conceived as a tabula rasa registering 
external inputs. This is in open contrast with the views of modern epistemology as well as with 
studies of psychology. It is now clear that what a scientist does is not “seeing” but rather “seeing 
that” (Popper, 1934), suggesting that perception is invariably influenced by the observer’s 
experiences and expectations (Kent & Dalgleish, 1996). In other words, one cannot see if one 
does not know what to see. 
 
• It is difficult or impossible for lay interviewers to decide on some specific points required by 
diagnostic systems, e.g. “not due to another medical condition” or “not better accounted for by…”. 
As a result, the exclusion criteria are usually not applied in modern epidemiology which is distant 
from use in clinical practice. 
 
In fact, the only aspects in favour of standardized interviews applied by lay interviewers in 
epidemiological studies (labelled here as the “CIDI-approach”) mentioned by the critics are cost-
effectiveness and feasibility in large scale studies and high reproducibility of the results – both at the 
expense of validity and therefore a bad trade-off. 
 
 
2.2. ... is easy when one´s neglecting the potentials of the “CIDI-approach” 
 
All of the above mentioned critiques of the “CIDI-approach” certainly do not lack clinical expertise, 
some empirical basis from validity studies and the striving for the best methods to solve the present 
problems of reliability and validity in the epidemiological assessment of mental health in the 
community. However, most of these critiques are somewhat misleading if taken as absolute, i.e. when 
creating an atmosphere of “We have to overcome the dead end strategy of standardized objectivism 
and should return to the real core of honest psychopathology”. 
 
When commenting these critiques – exemplarily objected by Brugha et al. (1999) and Faravelli et al. 
(2004) – in the following section, I will focus on the notions a) that many of the methodological 
problems inherent to standardized interviewing are resolvable (or in fact have been resolved in recent 
studies), and b) that a greater synthesis of clinical and structured methods is clearly needed in the 
future (or in fact has been applied in recent studies). 
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The astonishing differences of findings on the prevalence of mental disorders even when standardized 
methods were applied (ECS/DIS vs. NCS/UM-CIDI) can be explained by investigating methodological 
sources of variance in re-analyses of the data in detail (Narrow et al., 2002), considering sampling 
issues (age frame, sites and other sociodemographic and design factors), as well as instrument 
construction issues (e.g. question wordings), or changes in included disorders or applied criteria 
(DSM-III vs. DSM-III-R). Considering the outstanding changes in the operationalization of 
psychopathology over the last decades, even skeptics of classification systems and structured 
assessment acknowledge the vast reliability shift as a necessary condition for an improvement of 
validity of diagnoses or syndromes. However, despite the substantial scientific exploration and 
examination that went into instruments like the CIDI, SCID, SCAN and CIS, basic problems of 
reliability and validity inherent in mental disorder assessment are yet unresolved. These critical issues 
themselves are now serious subjects of scientific research that encourage close collaborations 
between the designers of diagnostic manuals, clinical researchers and epidemiologists. 
Researchers are utilizing the rich data base of psychometric evaluations that have resulted from 
diagnostic interview research, cognitive psychology and survey methodologists (Kessler et al., 2000). 
In the center of the discussion is no longer the old question of whether to go categorical or 
dimensional (there seems to be agreement that diagnostic interviews should offer both), but rather to 
what degree and for which psychological conditions “clinical judgement and probing” should be 
regarded as a mandatory core element (Wittchen, 2004).  
 
Future methodological studies will hopefully resolve this question. Empirical evidence must also be 
gathered to determine in which diagnostic domains semistructured clinical instruments are really 
superior to fully standardized instruments like the CIDI, which try to explicitly identify the latent 
variables behind the vagueness of clinical judgment. Progress in the resolution of this issue will lead to 
more appropriate strategies in resolving the "gold standard" question of the optimal strategy for 
validating epidemiological instruments. Wittchen et al. (1999) are highlighting doubts about the 
ultimate superiority of methods that resemble clinical practice: practical issues of need assesment and 
severity ratings should not rule out a scientifically driven evaluation of symptom patterns and 
categorization of threshold and sub-threshold conditions as a basis for studies about pathways and 
“explanations” of psychopathology. This refers to a major concern proposed by representatives of the 
“clinical approach”: Do the standardized methods produce a substantial amount of “false positives” 
(Spitzer & Wakefield, 1999), i.e. create a useless category of artefactual, non-significant “cases”? The 
counter question here is: How far do current practically orientated “clinical” methods produce “false 
negatives”? 
 
The theoretical advantage of a clinical approach diminishes when there is no empirical evidence that 
this approach reveals more promising psychometric properties than standardized interviews do – in 
particular in non-clinical settings or community/population based samples. The use of semi-structured 
clinical interviews as the central approach to carrying out such surveys on a larger scale might be 
likely to create more problems than it solves. 
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Anyway, the results of CIDI- and SCID diagnoses seem to converge, presumably due to the 
development of improving accuracy within the latest CIDI versions (Kessler et al., 2003). According to 
representatives of the “CIDI-approach” (Kessler et al., 1998; Kessler et al., 2000; Wittchen et al., 
1999), there is substantial progress in overcoming validity problems in standardized interviews, 
grounded on fruitful collaborations between survey methodologists and cognitive scientists using 
insights from cognitive research on basic processes of understanding and motivation. There is some 
evidence that standardized approaches minimize validity problems in the areas of misunderstanding or 
biases due to resistance against self-disclosure even better than clinical strategies resembling 
therapeutic relationships, or another intense interaction between expert and patient (e.g. Turner et al., 
1998). 
 
Following Wittchen et al.´s (1999) arguments, a synthesis or complementary use of standardized and 
clinical methods is more likely to be reliable and valid when supplementing mandatory standardized 
assessment by dimensional and open-ended probing procedures, preferably administered by clinically 
trained interviewers, than if this synthesis is done the other way round (e.g. adjusting standardized 
data according to clinical semi-structured gold standards). From this perspective, the validity trade-off 
is worse when turning back towards the “classic” way of fully dimensional and hierarchical 
understanding of the assessment of mental disorders focused on the management of “cases”. 
 
 
2.3 Two examples of complementary approaches 
 
Obviously a perfect way of assessing mental disorders in large scale non-clinical samples is not yet 
established. But it has to be mentioned that the problems outlined in the previous sections have 
already been tackled in quite promising ways. The Sesto Fiorentino Study (Faravelli et al., 2004) offers 
unique and complex sampling and assessment procedures and is relying on an exceptionally broad 
and naturalistic/clinically relevant data base allowing for estimating representative prevalences as well 
as investigating issues of severity, help-seeking behavior, needs assessment and 
subthreshold/residual syndromes (Wittchen, 2004). Interestingly, the prevalence rates found by 
Faravelli et al. are quite comparable to prevalence rates found in studies applying standardized 
methods with lay interviewers that are more distant from clinical practice. 
 
Another example is the the Mental Health Supplement of the German Health Interview and 
Examination Survey (GHS-MHS; Jacobi et al., 2002a; Jacobi et al., 2004a; Wittchen et al., 1998), 
using the latest “CIDI-approach” and including some core features promoted by the advocates of the 
“clinical” perspective. Since most of the empirical results presented in this Habilitation are based on 
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3. Sampling and diagnostic procedure of the German Health Interview and Examination 
Survey (Mental Health Supplement; GHS-MHS) 
 
 
3.1. The quest for representative data 
 
With regard to representativeness of epidemiological data about mental disorders there have been 
some problems in the past, since mental disorders where mainly counted and studied in patients being 
in psychiatric treatment or in primary care (i.e. clinical populations). In Germany, for example, until now 
there existed only administrative data on the national level, with very restricted figures focusing only a 
relatively small range of mental disorders still based on ICD-9 diagnoses (mainly schizophrenia, 
depression, alcohol dependence and suicide). Apart from the overall scientifically low quality of 
datasets of this sort, there is much reason to believe that the picture would be incomplete even if 
diagnostic assessment and data handling were valid because it is known that subjects with mental 
disorders often do not seek psychiatric consultation (Goldberg & Huxley, 1980). Therefore cases that 
come under the observation of specialists cannot be considered fully representative of the 
characteristics of psychiatric disorders in the general population. Epidemiological community surveys 
have confirmed that the number of cases referred to mental health specialists is relatively small and 
unlikely to be representative of psychiatric disorders as they occur in the general population. 
 
Psychiatric samples, therefore, could be biased not only quantitatively but also qualitatively (Cohen & 
Cohen, 1984; Regier et al., 1990; Galbaud du Fort et al., 1993; Newman et al., 1998). Thus, studies 
conducted on non-clinical samples are necessary in order to complete our knowledge of psychiatric 
pathology (Faravelli et al., 2004).  
 
In the present study, mental disorders were assessed in the Mental Health Supplement of the German 
National Health Interview and Examination Survey (GHS-MHS) in a subsample of its core survey 
(GHS-CS, Bellach et al., 1998). The core survey covered a range of medical and social assessments 
and was administered between June 1998 and October 1999. Its sample was a stratified random 
sample from 113 communities throughout Germany with 130 sampling units (sampling steps: 1. 
selection of communities, 2. selection of sampling units, and 3. selection of inhabitants). The sample 
was drawn from the population registries of subjects aged 18-79 living in Germany in the year 1997. 
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As a result a gross sample of 13222 people were eligible, representative according to the age, sex 
and community type criteria. The response rate (completing the total assessment in the GHS-CS) was 
61.4% (N=7124). The response rate including subjects completing parts of the assessment was 
77.8%. Reasons for non-participation, analyses of nonresponse and further information on sample and 
weighting in the GHS-CS are provided elsewhere (Thefeld, Stolzenberg, & Bellach, 1999).  
 
For financial and logistical reasons the data for mental disorders were gathered by use of a two-stage 
design. The first stage entailed the administration of a 12-item screening questionnaire for mental 
disorders at the end of the medical examination of the core survey (CID-S; sensitivity for any 12-month 
diagnosis (“caseness”): 85.3%, specificity: 55.3%, positive predictive value: 38.3%, negative predictive 
value: 92.0%; Wittchen et al., 1999a). The second stage involved the separate administration of a 
complete, structured, clinical psychopathological interview to all core survey respondents who had 
been screened positive for a mental disorder and to a random sample of 50% who had been screened 
negative. Due to the resulting over-sampling of screen positives, data were weighted in the later 
analyses. In order to adjust the net sample to German age, sex and community distribution, data were 
also weighted for age, sex and region corresponding to the national administrative statistics of 
December 1997. 
 
The later presented weighted results can be regarded as representative for the German 
noninstutionalized adult population from 18 to 65 years of age with sufficient language skills to follow 
the interviews. Hospitalised patients who were hospitalised throughout the recruitment phase (0.5-
0.8% of the target population in the sample points) were only omitted if they were in institutions during 
the entire recruitment period. Therefore it is unlikely that this exclusion criterion might have an effect 
on the reported prevalences.  
 
Respondents of the German Health Survey older than 65 years were excluded because the 
psychometric properties of the CIDI, the interview used in the study, have not yet been satisfactorily 
established for use in older populations (Knäuper & Wittchen, 1994). After exclusion of the subjects 
older than 65 and 50% of the screen negatives, the eligible sample size for the GHS-MHS was 
N=4773. The conditional response rate of the GHS-MHS was 87.6%, resulting in a total of 4181 
respondents who completed the mental health assessment. 
 
 
3.2. Diagnostic instrument and fieldwork 
 
Particular requirements of this survey were: (a) a broad coverage of specific mental disorders, 
including all substance use and anxiety disorders (except PTSD) and previously neglected disorders 
like somatoform and eating disorders, as well as disorders due to substance and general medical 
factors; (b) the provision of predominantly strict 12-month estimates for symptoms and diagnoses of 
mental disorders in order to overcome restricted precision regarding time frames (residual symptoms 
etc.) especially in former CIDI lifetime versions, allowing for the examination of associations with 
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physical morbidities assessed for the same time frame in the core survey (GHS-CS) and to make 
comparative analyses between disorders with regard to disabilities, quality of life and health service 
utilization; c) use of the latest computer assisted CIDI version (M-CIDI; Wittchen & Pfister, 1997) that 
has shown better psychometric properties than some of its predecessors (Wittchen et al., 1998) and 
that was d) administrated not by lay but by clinically trained interviewers. In particular the latter point is 
important in the light of some of the above discussed weaknesses of the “CIDI-approach” because 
some parts of the interview required graded probing procedures (instead of taking every reported 
symptom as dichotomous and at face value). 
 
Almost all interviews of the second stage of the mental health supplement were conducted in the 
homes of the respondents between November 1997 and April 1999. Only in exceptional cases was 
the interview conducted by telephone. The computer assisted interviews were conducted by 24 trained 
interviewers, most of whom had already worked in other M-CIDI studies during the previous five years. 
The average interviewer worked in eight sampling units and conducted 174 interviews. Interviewers 
had the following professional backgrounds: 18 with graduate degrees in psychology, two with 
graduate degrees in sociology, two graduate students in psychology, one medical doctor and one 
other health professional. Thus, with regard to the difficulties in the assessment of exclusion criteria or 
psychotic symptoms, these interviewers were clinically less qualified and experienced than the 
interviewers in the Sesto Fiorentino Study (Faravelli et al., 2004) but significantly more qualified than 
the average lay interviewer of the world wide conducted WHO-CIDI studies. Interviewers completed a 
three-day training session for the GHS-MHS. As the computerized version of the interview is more 
flexible, easier to use and freer from errors than the paper and pencil version of the M-CIDI, this 
training focused on the administration of the interview by application of the portable computers. 
Additionally, interviewers were required to attend M-CIDI refresher courses every three months 
throughout the field period. Interviewers were closely monitored throughout the field period by trained 
M-CIDI clinical editors, who regularly checked all interviews according to a standard procedure. 
Feedback was given to every interviewer to avoid errors in later interviews, and interviewers promptly 
re-contacted subjects by telephone whenever missing data, unclear responses, or errors were found. 






Overall, the GHS with its core and supplementary modules has demonstrated that it is possible to 
explore somatic and mental health simultaneously within one study. In particular, previous 
reservations about the inclusion of mental disorders on the basis that mental health assessment 
modules and questions might lower the response rate dramatically were not substantiated. The mental 
health supplement was, in fact, found to be more acceptable to respondents than the quite complex 
laboratory-, questionnaire- and interview based core survey that focused on somatic health. Another 
particular strength of the study is that it is largely built on standardized assessment instruments with 
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an established reliability allowing for direct comparisons with other studies. Further, the GHS covers a 
much wider range of somatic and mental disorders than any previous survey of which we are aware. 
The wider scope in terms of morbidity types covered does allow for a considerably higher degree of 
specification.  
 
In future analyses that investigate the effect of ill health on wellbeing, quality of life, disabilities and 
service utilization, it is important to note that the overall rates of morbidity shown in this study are not 
easily comparable to findings from other community studies, which used a more restricted range of 
disorders. Similarly, the patterns of comorbidity assessed will be of a much more complex nature due 
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and financing models. More generally, representative
community surveys that describe patterns of health
and morbidity are helpful in educating the public and
politicians about the scope and the consequences of
somatic and mental disorders. 
With regard to somatic health, most countries,
including Germany, have some tradition of national
surveys (for example, in the US: NHANES,
National Center for Health Statistics, 2001; Plan
and operation of the Third National Health and
Nutrition Examination Survey 1988–94, 1994;
Center for Disease Control and Prevention, 1996).
1
Introduction
Population-based, representative data about the
national prevalence and distribution of somatic and
mental disorders, associated impairments, disabilities
and handicaps and the determination of met and unmet
needs are of core importance for healthcare policy-
makers and providers. They assist the development of
programmes to improve the structure and the quality
of care as well as access to appropriate healthcare.
Further, such data are relevant for studying issues of
health economics and provide some guidance in devel-
oping more appropriate and cost-efficient allocation
Estimating the prevalence of mental and
somatic disorders in the community: aims and
methods of the German National Health
Interview and Examination Survey
FRANK JACOBI, HANS-ULRICH WITTCHEN, CHRISTOPH HÖLTING, SIEGHARD SOMMER,
ROSELIND LIEB, MICHAEL HÖFLER, HILDEGARD PFISTER, Institute of Clinical Psychology and
Psychotherapy, Unit: Epidemiology and Service Research, Technical University of Dresden, Germany and
Max Planck Institute of Psychiatry, Clinical Psychology and Epidemiology, Munich, Germany
ABSTRACT This paper outlines the principal aims and design of the German National Health Interview and
Examination Survey, mental health supplement (GHS-MHS), the first nationwide, epidemiological study of both somatic
and mental health in Germany on a representative sample of 4,181 subjects in the community. Both the broader context
of the study – in particular its methodological relation to the social and somatic core survey of the German National Health
Interview and Examination Survey (GHS-CS) – and the internal methodology of the mental health supplement
(GHS-MHS) are presented. The study’s strategies and method are derived from a consideration of important theoretical
issues arising from epidemiological studies in the field of public health. The main instrument used to assess diagnoses of
mental disorders was a standardized diagnostic interview for mental disorders (following DSM-IV (CIDI)) applied by
clinically trained interviewers. This diagnostic interview was supplemented by modules on comorbidity, help seeking, treat-
ment and impairment. Somatic health diagnoses were made using an integrated approach including self-report measures, a
standardized clinical interview, and laboratory measures.
Findings on sampling, response rate, weighting and sample characteristics are presented. Critical issues are discussed,
including the scientific objectives that have been achieved by the study. Overall, the GHS core survey and its mental health
supplement provide the mental health research community with complex data that allow for high-quality analysis of mental
disorders and associations with somatic disorders.
Key words: German National Health Interview and Examination Survey (GHS-MHS), epidemiological
methods, Composite International Diagnostic Interview (CIDI), prevalence, comorbidity, somatic disorders,
mental disorders, public health, impairment
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In the former West Germany, for example, the health
status of the adult population was investigated in the
years 1984–6, 1987–9, and 1990–1 (for example, see
Forschungsgruppe Gesundheitsberichterstattung,
1990; von Troschke et al., 1998). There also was a
survey based on a similar design and methodology in
the former East Germany (1991–2) after the German
reunification (Hoffmeister and Bellach, 1995). In
other countries, however, these routine health sur-
veys are usually confined to selected somatic
disorders that have significant public health implica-
tions. Another limitation, especially of studies that
use no laboratory tests or medical examinations, is
that they are confined to indicators for illnesses as
assessed by more-or-less comprehensive question-
naires or, less frequently, structured interviews. They
therefore depend heavily on the subjects’ self-
reports. This methodological constraint might lead
to an overestimation of disorders of which the sub-
ject is already aware, or that are associated with
significant subjective suffering on the one hand, and
an underestimation of medically undetected,
untreated or ‘silent’ disorders (such as cancer in its
early stages) that are not already associated with sub-
jective complaints. 
Another significant deficit of past community sur-
veys of this sort has been the neglect of mental
disorders. Historically, this deficit can be explained by
the fact that, until the late 1980s, no explicit diag-
nostic criteria for specific forms of mental disorders
were in place. The landmark Epidemiological
Catchment Area (ECA) study, conducted in the early
1980s (Regier et al., 1984; Robins and Regier, 1990)
was the first study to demonstrate that mental disor-
ders can be assessed by use of standardized diagnostic
interviews, with a level of reliability, validity and
accuracy similar to surveys of somatic disorders. Thus,
before the mid 1980s, almost all nationwide morbidity
surveys in the community were unable to provide reli-
able estimates of the prevalence of specific mental
disorders, with a few noteworthy exceptions in which
trained psychiatrists were used to conduct interviews
(Sartorius et al., 1989). At best some crude measures
of selected symptoms and syndromes of psycho-
pathology were included – in general health surveys,
for example –  based on self-report measures such as
the CES-D (Radloff, 1977), D-Scale, or the BL-Scale
(Von Zerssen and Koeller, 1976), or questions relating
to treatment or interventions for known neuropsychi-
atric disorders.
Thus, most national health surveys usually provide
fairly detailed information about the somatic morbidi-
ties in the community, but not about mental health
and specific mental disorders. In the US, and some
other countries, this deficit has been compensated for
by fairly regular nationwide mental health surveys,
such as the Epidemiological Catchment Area Program
and the National Comorbidity Survey (NCS) (Kessler
et al., 1994), in Australia the ANMHS (Henderson et
al., 2000; Andrews et al., 2001), in the UK the NPMS
and OPCS (Meltzer et al., 1995; Mason et al., 1996;
Jenkins et al.; 1997a,b), in Canada the NPHS
(Statistics Canada, 2001), and in the Netherlands,
NEMESIS (Bijl et al., 1998; Vollebergh et al., 2001).
Germany and other European countries have been
slow to recognize the importance of addressing mental
health issues on a national level in greater detail. The
Depression Research in European Society (DEPRES)
survey (Lepine et al., 1997), the first pan-European
study, is limited by its restriction to depression and for
other reasons (for example, low response rates).
Primary care surveys (Ormel et al., 1994; Spitzer et al.,
1995; Linden et al., 1996) provide information about
the magnitude of psychological problems in a society
but comparability with general population studies is
also limited.
With the exception of one older nationwide mental
health survey in the 1980s in the former West
Germany – the Munich Follow-up Study (Wittchen
and Von Zerssen, 1985) – and a few smaller regional
epidemiological studies (Fichter et al., 1983; Becker et
al., 2000; Lieb et al., 2000), no nationwide estimates of
mental disorders in Germany are available. 
The lack of coordinated survey data simultaneously
addressing mental and somatic health in most countries
can be considered as a significant deficit for various rea-
sons. First, both single somatic or single mental health
surveys provide only a limited overall picture of ill
health in the population. The resulting data might
have significantly reduced value, for example, for
health service utilization, policy decisions and planning
purposes. Second, the lack of such coordinated assess-
ments and analyses prevents us from studying possible
comorbidity relationships between somatic and mental
health disorders, which might be of special importance
for a better understanding of the health and service
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utilization profile of a community or nation (Bijl and
Ravelli, 2000). Recent international studies have
repeatedly emphasized that mental disorders are often
associated with somatic illness. Comorbidity may play a
role in both the manifestation and maintenance of
additional disorders and, therefore, in the prognosis and
the extent of psychosocial impairment and disability
(Meltzer et al., 1995; Sartorius et al., 1995; Wittchen,
1996). This idea is also advocated in several epidemio-
logical studies that have highlighted, for example, the
effect of depression on cardiovascular and other condi-
tions (Pennix et al., 1998; Carney et al., 1999; Cohen
et al., 2001). Third, the concentration on somatic dis-
orders and the lack of information on mental disorders
leads to an unfortunate misconception among the pub-
lic and healthcare policymakers, that mental disorders
are neither serious nor scientifically based. Help seeking
and use of services for mental disorders should be inves-
tigated in a comprehensive epidemiological survey
(Regier et al., 1993; Bland et al., 1997; Katz et al., 1997;
Kessler et al., 1997; Andrews and Henderson, 2000; Bijl
and Ravelli, 2000b). Finally, this situation has led in
the past to a dramatic underestimation of the true costs
of mental disorders in terms of healthcare expenditure
and their burden on society (Rice and Miller, 1998). In
fact, it was the Global Burden of Disease Study (Murray
and Lopez, 1996) that highlighted for the first time that
mental disorders are among the top 10 most impairing
and disabling conditions worldwide.
Against this background, in 1997 the German gov-
ernment commissioned a comprehensive nationwide
morbidity and health survey in the community to
describe simultaneously the prevalence of somatic and
mental disorders in the adult German population. The
German National Health Interview and Examination
Survey (GHS) described in this paper is the first
national survey to collect data in both eastern and
western Germany with the same methodology, under
the same conditions, and at the same time (Bellach et
al., 1998; Wittchen et al., 1998). The study is remark-
able for various reasons:
• as far as we are aware this is the first nationwide
community study that evaluates mental and somat-
ic morbidities with the same or a similar degree of
detail within one study;
• the GHS covers a much broader range of somatic
and mental disorders than did previous studies;
• it includes medical appraisals and laboratory tests
in addition to self-report measures and standardized
clinical diagnostic interviews for the assessment of
mental disorders according to DSM-IV criteria
(APA, 1994) or ICD-10 (WHO, 1993);
• it allows for the analysis of patterns of comorbidity
as well as evaluation of associated impairments of
quality of life, disabilities and service use.
Aims
This paper describes the design and methods used in
the GHS and provides some background information
about the concepts, procedures and instruments used.
The sampling process, fieldwork, completion rates and
data analysis strategies are described and discussed.
The focus is on both the description of the core survey,
which emphasizes somatic disorders and conditions
and impairment issues (GHS-CS) and on the embed-
ded mental health supplement (GHS-MHS).
The objectives of the mental health supplement are
• to provide prevalence estimates (four-week, 12-
month, lifetime) of a broad range of mental
disorders in addition to prevalence estimates for
somatic disorders in the general population;
• to describe patterns of comorbidity between mental
disorders and patterns of comorbidity between
mental and somatic disorders;
• to examine associations between physical health
and mental health;
• to describe quality of life as well as patterns of
impairments and disability, in particular to gener-
ate nationwide awareness of the severity of
mental disorders as particularly indicated by indi-
viduals’ impairment caused by specific mental
disorders;
• finally, crude estimates of met and unmet needs and
service utilization patterns were gathered in order
to analyse health care in the area of mental illness
in the adult population aged 18–65.
Design and methods
Commissioned by the German Ministry of Science,
Research and Education, and the Robert-Koch-
Institute (Berlin), the GHS is designed in a modular
way to provide representative nationwide data about
the prevalence of major somatic and mental disor-
ders, their comorbidity, impairments and healthcare
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Figure 1. The modules of the German National Health Interview and Examination Survey (GHS). 
utilization patterns. This first German nationwide survey 
should provide information about regional differences 
with particular emphasis on health issues in the former 
eastern versus western German regions. Figure 1 gives an 
overview of the modular structure of the GHS. For the 
mental health supplement, and partly also for other sup-
plements, it uses a two-stage design and consists of-. 
 
• the core survey (GHS-CS), which encompasses a major 
comprehensive self-report element, a structured clini-
cal interview conducted by a trained medical doctor, a 
series of laboratory assessments, and a screening for 
mental disorders (see below); and 
• several separate or linked supplementary surveys (pharma-
cological, nutrition, environmental health and so 
forth) that were clustered around this core survey 
component and were only given to subsamples of the 
total sample. 
 
Among those separate additional components, the mental 
health Supplement (GHS-MHS) was a major one that, be-
cause of its length, comprehensiveness and detail, was 
administered separately from the core survey. 
The core survey (GHS-CS)
Sampling and response rates in the core survey 
(GHS-CS) 
Sampling in the core survey The core survey sample was drawn 
from the population registries of subjects aged 18-79 living 
in Germany in the year 1997. It consisted of a stratified 
random sample from 113 communities throughout Ger-
many with 130 sampling units. The first sampling step was 
the selection of communities according to region (Bunde-
sland, eastern/western Germany) and community size. The 
second step included the selection of the sampling units. 
One sampling unit represented communities of up to 
50,000 inhabitants. Within communities of 50,000 to 
100,000 inhabitants, one district of the community was ran-
domly chosen as a sampling unit, and cities bigger than 
100,000 inhabitants had several randomly chosen election 
districts as sampling units. The third step included the se-
lection of the inhabitants by drawing from the local regis-
tration offices the same number of addresses by age group 
in every sampling unit. Hospitalized residents were ex-
cluded from the selection. As a result of the initial sampling 
a nationally representative gross sample of 13,222 people 
was in principle eligible for 
Folic Acid Supply 
Aims: folic acid status, identification of risk groups with 
folic acid deficits, influential factors  
Assessments: diet history, questionnaires, folic acid in  
erythrocytes, vitamin B12 and zinc in serum 
Environmental Survey 
Aim: impact of environmental factors on health 
Assessments: questionnaire, environmental-medical diagnosis 















prevalence estimates of disorders, risk factors, utilization of medi-
cal health services, health related behaviors and life conditions 
 
Assessments:  
questionnaire, clinical laboratory examination, computer assisted 












Mental Health Supplement (GHS-MHS) 
 
Aims: morbidity (mental health), comorbidity, impairment/disablement, 
treatments 
 
Assessments:  computer assisted psychiatric interview (CIDI); questionnaires 
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participation according to the age, sex and community
type criteria. 
All subjects from this gross sample who were not eli-
gible were subsequently excluded. Subjects were not
eligible if:
• they had died before they could be included in the
study;
• they moved to an unknown address;
• they were hospitalized;
• they possessed insufficient German language skills.
These exclusion criteria can be regarded as relatively
conservative when compared to other studies
(Stolzenberg, 2000) and foreign residents are under-
represented. The cleared gross sample for the survey
consisted of 11,601 subjects, who were approached and
invited to participate after giving informed consent. 
Response rate in the core survey The response rate (com-
pleting the core survey assessment) was 61.41%, which
led to a total of 7,124 participants, between 18 and 79
years of age. Note that the response rate including sub-
jects completing only parts of the assessment was
77.8% – the number of subjects who did not partici-
pate at all in the survey was only 2,575 (22.2% of the
cleared gross sample).
This represents 0.011% of the total German adult
population. Reasons for non-participation were:
• refusal (for example due to protection of data
privacy) (2.6%);
• unavailability at the time of assessment (time con-
straints or being out of town) (2.8%);
• illness (2.3%);
• unable to be contacted by field team (3.4%);
• other reasons (1.7%);
• no information about non-participation (9.4%). 
The response rate of 61.4% was slightly less than in the
group originally targeted (65%). This might be due
partly to the complex assessment with its technical
requirements for interviews in the study centres
(which took up to five hours, the mean time being
three hours). This can be considered as a marked time
burden for participating subjects. However, one needs
to acknowledge that studies with similar sampling pro-
cedures in Germany and elsewhere usually do not
arrive at higher response rates (Koch, 1998).
Non-participation interviews A total of 1,860 subjects
(16.0% of the cleared gross sample) who refused to
participate in the survey nevertheless completed a
short questionnaire that asked about some sociodemo-
graphic and health-related variables. Non-responder
analyses revealed tolerable differences concerning age
and sex between responders and non-responders
(women aged between 70 and 79 were underrepre-
sented in the survey sample – Stolzenberg, 2000).
There were also no differences in the prevalence of
smoking and in overall self-perceived health status (as
measured on a five-point rating scale). The Body Mass
Index, which measures a known risk factor for several
medical states, produced lower scores among non-
responders. This might be due to the different
assessment methods used (objective measurement of
height and weight by study doctors in the core survey,
subjective report in the non-responder analysis –
Bergmann et al., 1995). 
Weighting and sample representativeness In order to
adjust the net sample to German age, sex and commu-
nity distributions, data were weighted corresponding to
the national administrative statistics of December
1997 (Stolzenberg, 2000; for overall weighting issues
see Lee et al., 1989, and below). Overall the net sam-
ple of 7,124 participants can be regarded as sufficiently
representative; further information on sampling, and
on sample and non-responder analyses of the core sur-
vey is provided by Schroeder et al. (1998), Winkler et
al. (1998), Thefeld et al. (1999), and Stolzenberg
(2000). Information about sample representativeness is
provided below. 
Fieldwork procedures in the core survey (GHS-CS)
The fieldwork in the core survey took place between
October 1997 and March 1999. Four teams were creat-
ed to carry out the examinations at the sampling units’
examination centres. Each team consisted of a work-
force sufficiently trained to provide high-quality data.
Every workforce included a study doctor (team leader,
carrying out the physical examination, the interview,
and the exploration of subjects’ medication utiliza-
tion), one field co-ordinator in charge of preparing the
conduct of the examination (contacting subjects,
arranging times of examinations, handing over test
tubes, general preparation of examination centres pro-
vided by communities), one non-medical interviewer
(welcoming subjects, organizing a smooth procedure
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within the centre, handing over and checking of the
questionnaire), two additional specialist interviewers
for the sections regarding nutrition and the environ-
mental survey, and a medical technician (laboratory
tests, dispatch of blood and urine probes). Examination
centres were situated in rooms provided by the respec-
tive local authority or local public health department.
Study procedures and assurance of confidentiality were
explained to respondents at the time of the core survey
examination, and written consent was obtained for the
core survey and all its supplements. 
The quality of the study’s execution was ensured by
internal and independent external quality control
measures. The examination teams were visited regular-
ly by members of the project’s management who
checked the quality of every single work process with a
special checklist. Visits were carried out by employees
of an external institute that provided additional pro-
fessional quality control. Overall, no major problems
affecting the validity of data were detected; a detailed
summary of this study component is available on
request (Potthoff et al., 1999).
The core survey (GHS-CS) assessment and instruments:
somatic disorders and generic measures  
Briefly, the core survey assessment consisted of
• a self-report questionnaire;
• a standardized computer assisted clinical medical
interview (CAPI);
• a laboratory assessment, administered by the field
teams described above; and
• a screening for mental disorders, which served as
the first stage of the mental health supplement (see
below). 
Table 1 presents the domains, instruments and mea-
sures used in the core survey. The examination started
with a self-report questionnaire to evaluate subjects’
current and past somatic symptoms and complaints,
current and past medical treatment history, psycho-
social factors, healthcare utilization, impairments and
disabilities. The German version of the Medical
Outcomes Study Short Form-36 Health Survey (SF-
36; Brazier et al. 1992; McHorney et al., 1992, 1993;
Bullinger, 1995; Bullinger and Kirchberger, 1998), a
quality-of-life questionnaire that measures health func-
tioning and wellbeing across several domains, was also
included in the self-report packet. This instrument
measures a broad range of health concepts that are nei-
ther disease nor treatment specific (in eight domains)
and meets the psychometric standards of validity and
reliability (Ware and Sherbourne, 1992). 
The parts of the questionnaire that focus on health
service utilization collect specific data on occurrence
and number of subjects’ utilization of various health
services within the past 12 months and on the subjects’
satisfaction with those services. Subjects were present-
ed with a list of 18 doctor subspecialities, and asked to
mark whether they had used those kinds of doctors
within the last 12 months and, if so, how often they
did so and if they felt satisfactorily informed and treat-
ed. Furthermore, the questionnaire asked how many
nights subjects had spent at a hospital for inpatient
treatment during the last 12 months.
Completion of the questionnaires was followed by a
structured clinical computer-assisted interview in order
to re-examine and refine the data from the self-report
packet. For these purposes study doctors used the infor-
mation given by study participants in the self-report
questionnaire about health status as indicators of the
disorders from which the subjects might be suffering. If
significant information about diseases was present in the
self-report questionnaire, a specific exploration was car-
ried out with regard to the disorder’s diagnostics, therapy,
and effects on the subject’s quality of life. In contrast to
the information obtained from self-report questionnaires,
each study doctor’s interview resulted in a clinical deci-
sion as to whether or not a specific disorder had been
present during the last four weeks, within the last year, or
any time before. Diagnoses were then supplemented and
revised on the basis of the laboratory test data, which
became available several months later. A condensed list
of the somatic diagnoses covered by this assessment is
presented in Table 2. Specific diagnoses were grouped on
the basis of clinical and group size considerations. 
Including the laboratory testing period (for urine,
blood samples, blood pressure, pulse, body weight,
body height, hip and waist measurement), the mean
period of the overall assessment was three hours. 
Although the core survey used a crude symptom list
for symptoms of mental morbidity, as well as a clinical
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Self-report questionnaire
1. Somatic disorders
Presence of disorders (lifetime, 44 items that served as basis
information for the medical interview; list of finally assigned
diagnoses: see Table 2).
2. Bodily pain
Presence of bodily pains during the last seven days and last 12
months (including severity rating).
3. Impairment, quality of life, disabilities 
German version of the Medical Outcomes Study Short Form-
36 Health Survey (SF-36; Bullinger, 1995; Ware and
Sherbourne, 1992). Measures physical and mental quality of
life. Consists of 36 items that represent eight health con-
cepts; two summary scores can be calculated.
Beschwerdenliste (von Zerssen, 1976). Rating scale for the
assessment of clinical complaints. Consisting of 24 items that
represent general complaints, bodily complaints and mental
complaints. A summary score can be calculated.
Restrictions of everyday activities during last 12 months due
to illness, handicap, occupational disease, bad eyesight or dif-
ficulty in hearing.
4. Utilization of health services
Consultations with a health service provider/ medical doctor
(when most recently, kind of provider, cause of utilization,
satisfaction).
For 18 doctor sub-specialities (including psychotherapist):
how often consulted during last 12 months, satisfaction.
5. Health related behaviour
Modules on smoking behaviour, eating and drinking behaviour,
physical exercise.
6. Contentedness and social relations 
Overall contentedness with life and with nine important life
domains such as family life and financial situation (rating
scales).
Social support. (‘How many people do you know – your fam-
ily included – that you can absolutely rely on in case you are
stuck in real trouble.’)
7. General socio-demographic information, social class index
Age, nationality, marital status, insurance status, income,
education, and work.
An index of social class (Winkler, 1998) derived from infor-
mation on education, income and current (job) position
(components are scored from 1 to 7, total score ranges from
3–21). Total scores from 3–8 represent ‘low social class’ scores
from 9–14 ‘medium social class’, and scores from 15–21 ‘high
social class’.
8. Other topics
Poisoning and injuries, environment and environmental
strains, childhood and adolescence, and overseas travelling.
A) Clinical laboratory assessments
1. Body measures:
Six body measures were obtained: blood pressure, pulse, body
weight, body height, hip and waist circumferences. 
2. Laboratory measures
Analyses of more than 50 measures: hematological parame-
ters, enzymes, metabolites, electrolytes, trace elements,
hormones, medication, antibodies, allergens, serum/plasma
und urine.  
B) Medical interview
1. Prevalences of somatic disorders
Study doctors conducted computer-assisted interviews
(CAPI). Taking into account the information on somatic dis-
orders provided by the self-report questionnaire they
established lifetime prevalences, 12-month prevalences, and
point prevalences (four weeks) of somatic disorders (list of
finally assigned diagnoses: see Table 2).
2. Other topics
For significant somatic disorders (for example, cardiac
infarct) specific explorations with regard to formerly under-
gone diagnostics, therapy, and effects on quality of life.
Utilization of medication, health prevention activities and
inoculation status. 
C) Screening for mental disorders
Munich-Composite International Diagnostic-Screener (CID-S)
CID-S, a 12-item self-report screening questionnaire for
mental disorders (Wittchen et al., 1999). Questions are mod-
elled after the standard lifetime symptom stem questions of
the World Health Organization Composite International
Diagnostic Interview (CIDI; WHO, 1997) and represent
essential DSM-IV and ICD-10 criteria.
Table 1: Assessments of the GHS core survey (in chronological order of administration)
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rating for treated mental disorders (assessed by the
physician during the medical interview), the core sur-
vey did not incorporate any serious attempt to assess
the presence or absence of specific mental disorders.
However, an additional important element in the core
survey assessment was the administration of a brief
screener for mental disorders (CID-S – Wittchen et
al., 1999a). Items in this questionnaire are modelled
after the standard lifetime symptom stem questions of
the World Health Organization Composite
International Diagnostic Interview (CIDI)
(Wittchen, 1994; World Health Organization, 1997).
Screening questions represent essential DSM-IV and
ICD-10 criteria that must be fulfilled for the diagnosis
of the respective disorder. The CID-S mean adminis-
tration time is 3.5 minutes. The test-retest reliability
of the 12 CID-S items is satisfactory, with kappa val-
ues ranging from 0.64 to 0.92. The CID-S has been
found to have an overall sensitivity of 85.3% for the
disorders included in the questionnaire. The results of
this questionnaire were used as a first-stage screening
measure for the second, more detailed mental health
assessment (see below).
The mental health supplement (GHS-MHS)
Overall design issues For financial and logistical rea-
sons, the data for mental disorders were gathered by
use of a two-stage design. The first stage entailed the
administration of a screening questionnaire for men-
tal disorders at the end of the medical examination
for the core survey described above. The second stage
involved the separate administration of a complete,
structured, clinical psychopathological interview to
all those from the core survey who were screened
positive for a mental disorder and to a random
sample of 50% who screened negative. Most inter-
views took place within two to four weeks of the core
Table 2. Somatic disorders covered in the core survey
Hypertension hypertension
Cardiac diseases heart circulation disturbances, narrowing of the coronary vessels, angina pectoris, 
cardiac infarct, heart weakness, heart insufficiency
Cerebrovascular diseases stroke, brain circulation disturbance
Other vascular diseases leg circulation disturbances, artery occlusion, varicose veins, vein thrombosis
Chronic-obstructive pulm. (COP) asthma, chronic bronchitis
Ulcers, gastritis stomach lining inflammation, gastritis, gastric ulcer or ulcus duodeni, ulcus pepticum
Gall bladder, liver disease gall bladder inflammation or gallstones, shrinking liver, cirrhosis, liver 
inflammation, hepatitis, infectious jaundice
Endocrine disorders thyroid gland disease, osteoporosis
Diabetes diabetes with insulin treatment, diabetes without insulin treatment
Metabolic syndromes high triglyceride level, high cholesterol level, gout or increase of uric acid
Renal diseases kidney infection, pyelonephritis, renal colic, kidney stones
Cancer cancer, malignant tumors
Neurological diseases migraine, epilepsy, Parkinson’s disease, multiple sclerosis, meningitis
Musculo-skeletal diseases wear and tear type of arthritis, arthritis of the knee or hip, spinal arthritis, 
inflammatory diseases of the joints or spinal column, low back pain
Allergies hay fever, allergic conjunctivitis, allergic eczema, neurodermatitis, food allergy, 
allergic hives, other allergies
Gynecological diseases diseases of uterus, ovaries or oviduct
A complete list of the 44 disorders assessed in the self-report questionnaire and coded in the medical interview is available on
request.
IJMPR 11(1)_crc  16/12/05  4:14 pm  Page 8
Aims and methods of the GHS-MHS 9
survey medical examination in order to justify relat-
ing data from the two examinations.
The mental health supplement included only per-
sons aged from 18 to 65 years. Core survey participants
between 66 and 79 years of age were excluded because
the psychometric properties of the CIDI, the interview
used in the study, have not been yet satisfactorily
established for use in older populations (Knäuper and
Wittchen, 1994).
Sampling and response rates in the mental health supplement
(GHS-MHS) Subjects who marked at least one of the
CID-S screening items positive, or rated one of the
items in the core survey self-report package concerning
past drug use or psychiatric illness positively, were
defined as screen positive; all other participants were
considered as screen negative. Of those subjects in the
core survey net sample between 18 and 65 years of age
(N = 6,159), all screen positives (N = 3,474) and a ran-
dom sample of almost 50% of the participants who
screened negative (N = 1,301) were asked to participate
in the second-stage assessment. Some of the participants
(N = 71) refused to complete the screener for mental
disorders administered in the core survey. The condi-
tional response rate was 87.6%: a total of 4,181
respondents, 18 to 65 years of age, completed the second
stage of the GHS-MHS (Figure 2). Non-response was
due mainly to refusal to participate (8.8%) and inability
to reach the selected respondents (2.7%). Rates of non-
response and reasons for non-response did not differ
significantly between screen-negative and screen-
positive respondents from the core survey. 
As a result of the stratified sampling design, data
were first weighted to reflect the screen-positive/screen
negative sampling scheme (screen negatives received
twice the weight of screen positives; average weight was
set to 1). The weighting scheme also accounts for non-
response according to age, gender, and geographic
location to match the distribution of the sampling
frame. To account for the weighting scheme as well as
the stratified sampling design by screening status,
confidence intervals were calculated by the Huber-
White sandwich method (Royall, 1986; Binder, 1983;
Woodruff, 1971). This was carried out with the Stata
software package, version 7.0 (StataCorp, 2001).
Alternatively, one could address the weighting by
applying resampling methods such as the jackknife and
bootstrap (Efron and Tibshirani, 1993; Carpenter and
Bithell, 2001). The advantage of the latter is that it
addresses the random nature of the statistical weight
because it depends on the distributions in the sample,
but it requires much more computing time than the
sandwich method. For huge studies, the first point can
be viewed as insignificant. As the number of calcula-
tions in the current study was high (as is typical for
epidemiological studies) it was decided, for reasons of
computational effort, to use the sandwich method. A
weight variable was also created, based only on main
effects and pairwise interactions of the CID-S screening
items on completing the second stage (disregarding
sociodemographic characteristics); prevalence results
remained essentially the same.
Table 3 presents the demographic distribution of
respondents to the GHS and a comparison of the
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weighted respondent distribution to the distribution of
Germany. 
As reflected in Table 3, the mental health supple-
ment sample after the adjustment provides a good to
almost perfect representation of the German popula-
tion in terms of the selected biosocial variables chosen. 
Fieldwork in the mental health supplement (GHS-MHS)
Almost all of the interviews of the second stage of
the mental health supplement were conducted in the
homes of the respondents between November 1997
and April 1999. Only in exceptional cases was the
interview conducted by telephone. The computer-
assisted interviews were conducted by 24 trained
interviewers, most of whom had already worked in
other CIDI studies during the previous five years.
The average interviewer worked in eight sampling
units and conducted 174 interviews. Interviewers
had the following professional backgrounds: 18 had
graduate degrees in psychology, two had graduate
degrees in sociology, two were graduate students in
psychology, one was a medical doctor, and one was a
health professional. Interviewers completed a three-
day training session for the GHS-MHS. As the
computerized version of the interview is more flexi-
ble, easier to use and more free from errors than the
paper-and-pencil version of the CIDI, this training
focused on the administration of the interview by
application of the portable computers. Interviewers
were also required to attend CIDI refresher courses
every three months throughout the field period. 
Interviewers were closely monitored throughout the
field period by trained M-CIDI clinical editors, who
regularly checked all interviews according to a standard
procedure. Feedback was given to every interviewer to
avoid errors in later interviews, and interviewers
promptly recontacted subjects by telephone whenever
missing data, unclear responses, or errors were found. A
final quality-control stage eliminated eight interviews
from the sample due to missing or inconsistent datasets.
For further information on interviewer training and
fieldwork organization (for example, coordination with
core survey teams) see Wittchen (1999).
Instruments and domains of the second stage assessment
of the GHS-MHS  Psychopathological and diagnostic
assessments were based on the computer-assisted
version of the Munich Composite International
Diagnostic Interview (DIA-X/M-CIDI) (Wittchen
and Pfister, 1997; Wittchen et al., 1999b). The
DIA-X/M-CIDI is a modified version of the World
Health Organization CIDI, version 1.2, supplement-
ed by questions to cover DSM-IV and ICD-10
criteria. The DIA-X/M-CIDI is a fully structured
interview that allows for the assessment of symp-
toms, syndromes, and four-week-, 12-month-, and
(for some disorders) lifetime diagnoses of DSM-IV
mental disorders along with information about onset,
duration and severity for threshold and subthreshold
definitions. Table 4 provides an overview of the
assessment domains of the second stage assessment.
The version of the DIA-X/M-CIDI used in the
GHS-MHS contained sections to assess the following
groups of DSM-IV disorders: mental disorders due to
general medical condition; schizophrenia and possible
psychotic disorders (screening without further differen-
tial diagnosis); substance-related disorders (nicotine,
alcohol, and drug); depressive disorders and bipolar
disorders; anxiety disorders; obsessive compulsive dis-
order; somatoform disorders (and the abridged
somatization syndrome SSI4,6; Escobar et al., 1989);
and eating disorders. Subthreshold diagnoses could
also be assessed (Carter et al., 2001). The interview
also contained additional assessment modules to eval-
uate impairments, mental health services utilization
and treatment history (Wittchen and Jacobi, 2001), as
well as a module to assess associations between current
and lifetime medical disorders and psychopathology.
Diagnoses were assessed mainly within a 12-month
time frame along with information about the age at
first onset, course, duration and persistence. For some
disorders (affective, psychotic, eating disorders and
some anxiety disorders) lifetime history was assessed as
well.
The DIA-X/M-CIDI was supplemented by a sepa-
rate respondent’s booklet that included cognitive aids
to assist the respondent in dating symptom onset and
recency, answering complicated symptom questions,
and identifying course patterns. Several additional
scales and questionnaires were integrated into the
respondents’ booklet, such as the Pittsburgh Sleep
Quality Index, a self-report questionnaire that assesses
sleep quality and disturbances (Buysse et al., 1989),
and the WHO disablement screening instrument
(Rehm et al., 1999).
The mean period to complete the computerized
DIA-X/M-CIDI, including additional question-
naires, was 63 minutes. The test-retest reliability of
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IJMPR 11(1)_crc  16/12/05  4:14 pm  Page 11
Jacobi et al.12
A) DSM-IV diagnoses 







3. Schizophrenia and other psychotic disorders (unspecific screening)
4. Affective disorders
Bipolar affective disorders (including subtypes)2
Major depression, single episode (including subtypes)3
Major depression, recurrent (including subtypes)3
Dysthymia
5. Anxiety disorders4
Panic disorder with and without agoraphobia.













– somatization disorder 
– undifferentiated somatization disorder 






– Atypical anorexia nervosa
Bulimia
– Bulimia nervosa
– Atypical bulimia nervosa
B) Other diagnostic and non-diagnostic modules and features
Sleep habits and sleep disorders: 
Penn State Sleep Quality Index (PSQI; Buysse et al., 1989)
Impairments and disabilities:
– WHO/DAS (January 1999) Rehm, IJMPR, 1999
– impairment days (within past four weeks) due to  
psychological/psychosomatic problems, alcohol/drug 
intake or medication 
Help-seeking behaviour due to psychological problems (lifetime):
– inpatient: seven types of institutions
– outpatient: psychiatrist, psychotherapist (four types), 
general practitioner, counsellor (eight types), other 
institutions (seven types)
– kind of treatment (medication, behaviour therapy, 
other psychotherapy, none of these)
Onset and course of mental and somatic problems:
Comorbidity module on the relation between mental and 
somatic disorders
Clinical and other interviewer observations
– Brief psychiatric rating scale (BPRS)
– Module on interview setting and quality of 
administration, participant´s behaviour and features
Table 4. The DIA-X/M-CIDI DSM-IV diagnoses assessed in the GHS mental health supplement, and other diagnostic and
non-diagnostic modules and features of the second stage assessment
1 The interview covered the following substances in the abuse/dependency section: opioids, cannabioids, 
sedatives/hypnotics/anxiolytics, cocaine, amphetamines and other stimulants, hallucinogens, inhalants.
2 Both ‘bipolar I’ and ‘bipolar II’ disorders covered 19 subdiagnoses.
3 Both MDE single and MDE recurrent covered four subdiagnoses.
4 For anxiety disorders (including OCD) no lifetime diagnoses except for panic disorders.
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the DIA-X/M-CIDI DSM-IV diagnoses (over a mean
interval of 38 days) was found to be acceptable to
good, with kappa values ranging between 0.56 and
0.81 for the main diagnostic categories. Procedural
validity of the M-CIDI diagnoses as compared to
independent clinical consensus diagnoses by treating
physicians in a sample of 68 randomly chosen
patients was found to be acceptable to very good
(kappa values range between 0.50 and 0.96, exclud-
ing psychotic disorders (0.21)). Further details of the
psychometric properties of the CIDI have been pre-
sented elsewhere in greater detail (Wittchen, 1994;
Lachner et al., 1998; Reed et al., 1998).
Sociodemographic characteristics of the GHS-MHS
sample
Table 5 shows the sociodemographic characteristics of
the sample interviewed in the Mental Health
Supplement (GHS-MHS). 
Consistent with the national statistics for the
German population, 62.8% of the sample were married.
The educational status was higher than in the overall
German population; this can be explained by an age
effect due to the restriction to subjects younger than 65
years of age in the study (older cohorts have lower edu-
cation). With regard to participants’ educational levels
and employment status, there are significant differ-
ences between the former West Germany and the
former East Germany. These differences may be
accounted for by different educational systems in the
past and by the current economic situation in
Germany, with the former West Germany still having
the stronger economy overall.
Considering those participants who were employed
at the time of the survey, there is a higher proportion
working less than 15 hours a week in West Germany
than in East Germany, where such a working schedule
was found to be rare. Among those who were not
employed, a lower proportion was retired and un-
employed in West Germany than in East Germany,
whereas a higher proportion of homemakers was
observed in West Germany compared to East
Germany. The latter finding can be explained by a tra-
ditionally higher proportion of working women in East
Germany.
The index of social class (Winkler, 1998) is derived
from information on education, income and current
(job) position. The subsample from West Germany
tends to belong to the highest social class more often,
and the subsample from former East Germany tends to
belong to the median social class more often.
Discussion and conclusion
The aim of this paper was to provide a comprehensive
overview of the design and methods used in the GHS
core survey and its second-stage mental health supple-
ment. Data from these two sources enabled public
health researchers to investigate mental health on a
representative national level for the first time ever and,
therefore, to compare it with representative interna-
tional data. Given the complexity of the overall study
with its various modules and the associated time
burden on the part of study participants, the overall
response rate of 65% and particularly high conditional
response rate of almost 90% for the mental health sup-
plement can be regarded as satisfactory in light of the
non-response interview findings. These additional
checks provided no evidence for any major systematic
sample bias. It is acknowledged, however, that the
interviewed sample did not include any respondents
currently hospitalized because of major somatic or
mental illnesses. 
Overall, the GHS with its core and supplementary
modules has demonstrated that it is possible to explore
somatic and mental health simultaneously within one
study. In particular, previous reservations about the
inclusion of mental disorders on the basis that mental
health assessment modules and questions might lower
the response rate dramatically were not substantiated.
The mental health supplement was, in fact, found to
be more acceptable to respondents than the quite
complex laboratory-, questionnaire- and interview-
based core survey that focused on somatic health. In
order to investigate associations between mental and
somatic health it is most crucial to assess the respective
disorders without too long a delay. This requirement
represents a considerable logistical problem that, in
general, was mastered successfully in this study.
Whereas more than 80% of the study participants went
through the core survey and the supplement within
eight weeks of each procedure (~60% of the study par-
ticipants within two to four weeks), there was a delay
of more than eight weeks between both assessments for
the remaining subjects. Analyses of associations
between mental and somatic health must pay special
attention to this latter subgroup and perhaps exclude
these subjects from analyses combining the core survey
and mental health supplement.
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Another particular strength of the study is that it is
largely built on standardized assessment instruments
with an established reliability allowing for direct com-
parisons with other studies. Further, the GHS covers a
much wider range of somatic and mental disorders
than any previous survey of which we are aware. The
wider scope in terms of morbidity types covered does
allow for a considerably higher degree of specification.
In future analyses that investigate the effect of ill
health on wellbeing, quality of life, disabilities and ser-
vice utilization, it is important to note that the overall
rates of morbidity shown in this study are not easily
comparable to findings from other community studies,
which used a more restricted range of disorders.
Similarly, the patterns of comorbidity assessed will be
of a much more complex nature due to the coverage of
a substantially higher number of disorders.
Further information
The data from this study are available as a Public Use
File from the first author, Frank Jacobi, Institute of
Clinical Psychology and Psychotherapy, Chemnitzer
Str. 46, D-01187 Dresden, Germany; e-mail:
jacobi@psychologie.tu-dresden.de. For further infor-
mation about the core survey (GHS-CS) contact the
Robert-Koch-Institute, Nordufer 20, D-13353 Berlin,
Germany; e-mail: stolzenbergh@rki.de.
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Core results of the GHS-MHS are presented in the following article: 
 
A2. Jacobi, F., Wittchen, H.-U., Hölting, C., Höfler, M., Müller, N., Pfister, H. & Lieb, R. (2004). 
Prevalence, comorbidity and correlates of mental disorders in the general population: Results 





These results can be summarized as follows: 
 
4.1 Prevalence and age of onset 
 
12-month prevalence for any DSM-IV study disorder is 31% (lifetime: 43%; 4-week: 20%) with anxiety 
disorders, mood disorders and somatoform syndromes being the most frequent diagnoses. In Table 1 
from Jacobi et al. (2004a) values (4-week, 12-month, lifetime) are listed by gender for all 
subdiagnoses.  
 
Retrospective age of onset information reveals that most disorders begin early in life, but Figure 1 from 
Jacobi et al. (2004) shows also substantial differences between diagnoses. Cumulative incidences of 
anxiety disorders, bipolar disorders, substance use disorders and somatoform disorders show a 
median first onset clearly before the age of 20 whereas most psychotic syndromes (only screening 
without further differential diagnosis) and depressive disorders develop later in life (but still before first 
onset of most chronic somatic conditions). Within aggregated categories we find differences as well 
(not shown in Figure 1): for example among anxiety disorders, panic disorder begins relatively late 
compared to phobic disorders, with a second peak in the third decade of life. 
 
Retrospective data on age of onset are notoriously unreliable, but may be useful in the absence of 
other data. In the present cross-sectional study, probes were embedded in the interviews in order to 
reduce recall bias. Yet, this cannot rule out systematic under-reporting due to embarrassment or fear 
of discrimination (Kessler, 2000). 
 
 
4.2. Comorbidity and Health care utilization 
 
Table 2 from Jacobi et al. (2004a) reveals rates for 12-month co-morbidity. 60.5% of the diagnosed 
subjects had a single diagnosis and 39.5% were comorbid (4-week: 36.3%; lifetime : 43.1%; not 
shown in Table 2). 10.3% were highly co-morbid (>3 disorders ; 4-week: 10.3%; lifetime: 10.5%; not 
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shown in Table 2). It has to be mentioned that these results on comorbidity are cross-sectional. Taking 
lifetime comorbidity into account, the comorbidity rate of respondents with a given 4-week diagnosis is 
shifted from 36% to 64% and for 12-month diagnoses from 39.5% to 53% (not shown in Table 2). 
 
Only 40% of respondents with at least one 12-month mental disorder reported to have received at 
least a “minimal intervention” for their condition (having ever sought any kind of treatment due to 
mental health problems or having been recommended by a doctor to do so). It should be noted that if 
a co-morbid case was treated this treatment is shown for every co-morbid disorder, because in the 
present analysis it cannot be determined for which disorder(s) this person was treated. Therefore 
numbers in Table 2 for specific disorders exceed the overall participant’s treatment rate (i.e. ‘any 
mental disorder ’). Treatment rates increase fairly steadily by number of comorbid conditions. For 
example, in panic disorder, the most frequently treated disorder, 54% of the pure and 93% of the 
highly co-morbid cases report an at least minimal intervention. Substance use disorders – the less 
frequently treated disorders – show treatment rates from 23% (pure cases) to 67% (highly comorbid 
cases). Comorbidity (in a model with sex, age and three dummy variables for the number of 
diagnoses) had the same predictive value (area under the ROC curve=0.72) as the presence of the 
different diagnoses (in a model with sex, age and 12 dummies for the different diagnoses). 
 
 
4.3. Correlates of 12-month diagnoses 
 
Correlates of increased rates of mental disorders and co-morbidity were (Table 3 from Jacobi et al., 
2004a):  
 
• female gender (except for substance disorders),  
 
• not being married,  
 
• low social class, and  
 
• poor somatic health status.  
 
In chapter B of this Habilitation the distribution of mental disorders with regard to sociodemographic 





Results confirm and extend results from other national studies using the same assessment 
instruments with regard to prevalence and sociodemographic correlates, covering a broader range of 
DSM-IV disorders – i.e. somatoform disorders, all anxiety disorders (except PTSD), mental disorders 
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due to substance or general medical factor and eating disorders. We also confirmed that comorbidity 
is a common phenomenon in almost all mental disorders. By the way, this also appears to be true for 
comorbidity among somatic idiseases. Since the patterns of co-morbidity are of a very complex nature 
due to the coverage of the high number of included disorders (Wittchen, 1996a, b), results on 
comorbidity were presented in two relatively crude ways: number of disorders per participant and 
amount of comorbidity per disorder. Regarding again the 12-month frame, about 40% of the 
diagnosed participants have more than one single disorder. In this context, it should be noted that 
comorbidity rates depend heavily on the definition of comorbidity. From the perspective of disorders, a 
total of 2321 diagnoses were assigned to 1301 subjects. All disorders were highly to extremely 
comorbid, ranging from 44% (alcohol abuse/dependence) to 88% (panic disorders) and 94% 
(generalized anxiety disorder). Intervention rates were higher than in previous studies, yet still low 
overall and depended highly on comorbidity status. This is consistent with previous findings from the 
USA and Canada (Kessler et al. 1994; Merikangas et al. 1996). This replication in a German sample is 
remarkable, yet discouraging, as we expected a higher treatment rate due to the relatively well 
established German mental health care system. Unlike the USA and also to a lesser degree Canada, 
the German health care system is characterized by a fairly dense network of medical and 
psychological services that all provide mental health care (including drugs and psychotherapy) free of 
charge and without any major limitation of access and treatment duration. Patients can even bypass 
primary care physicians that usually maintain a core gatekeeper function for specialized mental health 
care in most other countries. Although we have no data in this study on speed of treatment entry after 
developing the first mental disorder, it appears that treatment is only likely whenever the patient 
already has developed complex co-morbid patterns. Future analyses should examine whether earlier 
targeted treatment reduces co-morbidity and associated burden in terms of disability and reduced 
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ABSTRACT
Background. The German National Health Interview and Examination Survey (GHS) is the first
government mandated nationwide study to investigate jointly the prevalence of somatic and
mental disorders within one study in the general adult population in Germany. This paper reports
results from its Mental Health Supplement (GHS-MHS) on 4-week 12-month, and selected life-
time prevalence of a broad range of DSM-IV mental disorders, their co-morbidity and correlates in
the community.
Methods. The sample of the GHS-MHS (n=4181; multistage stratified random sample drawn
from population registries ; conditional response rate : 87.6%) can be regarded as representative for
the German population aged 18–65. Diagnoses are based on fully structured computer assisted
clinical interviews (M-CIDI), conducted by clinically trained interviewers.
Results. 12-month prevalence for any DSM-IV study disorder is 31% (lifetime: 43%; 4-week:
20%) with anxiety disorders, mood disorders and somatoform syndromes being the most frequent
diagnoses. Retrospective age of onset information reveals that most disorders begin early in life.
Comorbidity rates among mental disorders range from 44% to 94%. Correlates of increased rates
of mental disorders and co-morbidity were: female gender (except for substance disorders), not
being married, low social class, and poor somatic health status. Health care utilization for mental
disorders depended on co-morbidity (30% in ‘pure’, 76% in highly co-morbid cases) and varied
from 33% for substance use disorders to 75% for panic disorder.
Conclusions. Results confirm and extend results from other national studies using the same
assessment instruments with regard to prevalence, co-morbidity and sociodemographic correlates,
covering a broader range of DSM-IV disorders [i.e. somatoform disorders, all anxiety disorders
(except PTSD), mental disorders due to substance or general medical factor, eating disorders].
Intervention rates were higher than in previous studies, yet still low overall.
INTRODUCTION
Historically, despite some notable regional
exceptions (e.g. Iceland; Hagnell, 1970), there
have been only few nationally representative
community surveys on the prevalence of mental
disorders before the 1980s and those available
revealed tremendous variation in findings
(Weissman et al. 1993). This has been explained
by various factors, including: the misconception
that mental disorders are fairly infrequent
* Address for correspondence: Dr Frank Jacobi, TU Dresden,
Klinische Psychologie und Psychotherapie, Chemnitzer Str. 46,
D-01187 Dresden, Germany.
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phenomena, the lack of reliable diagnostic cri-
teria and diagnostic instruments, the almost
exclusive focus on broad diagnostic categories
of severe psychotic and neurotic disorders, the
lack of efficient treatments and the lack of a
broader spectrum of mental health services.
Parallel to the introduction of explicit diagnos-
tic criteria for specific forms of mental disorders
in the DSM-III (APA, 1980), and subsequent
to the landmark Epidemiological Catchment
Area study (ECA; Regier et al. 1984; Robins &
Regier, 1990) in 1980, this situation changed
considerably. The ECA not only demonstrated
that mental disorders can be assessed using
standardized diagnostic interviews with a simi-
lar level of reliability, validity and accuracy as
the assessment in surveys of somatic disorders,
but also suggested that the risk of developing
mental disorders in adolescence and over a
lifetime, as well as the current prevalence
and co-morbidity had been heavily under-
estimated.
Continuing interest in mental disorders has
prompted the conduct of numerous nationwide
mental health surveys, which have shown fairly
convergently and with increasing sophistication
that mental disorders affect at least one third of
population over their lifetime and at least about
one fifth in the past month. Examples include
the Munich Follow-up Study in former West
Germany (Wittchen, 1988), subsequent reanaly-
ses of the Cross-National Collaborative Group
(e.g. Weissman et al. 1996), the National Co-
morbidity Survey in the USA (NCS; Kessler
et al. 1994), the Australian National Mental
Health Survey (ANMHS; Andrews et al. 2001),
the National Psychiatric Morbidity Surveys of
Great Britain (NPMS; Jenkins et al. 1997), The
Netherlands Mental Health Survey and Inci-
dence Study (NEMESIS; Bijl et al. 1998), and
more recently several other countries around
the world that have been involved in the cross
national comparative studies of the WHO
International Consortium in Psychiatric Epi-
demiology (Andrade et al. 2000).
Despite these developments, numerous criti-
cal and unresolved issues still make it difficult to
draw firm conclusions about the size and scope
of mental disorders, their associated correlates
and consequences which could potentially pro-
vide guidance for health care planning. These
include the following considerations.
(1) Even though the majority of epidemi-
ological studies made use of the same diagnostic
instrument to obtain diagnoses according to
the criteria of DSM-III-R and IV (APA, 1987,
1994), the Diagnostic Interview Schedule (DIS;
Robins et al. 1981) and its successor, the
Composite International Diagnostic Interview
(CIDI; WHO, 1997), there is still substantial
and sometimes confusing variation in findings
(even more when different diagnostic instru-
ments are used).
(2) Some variations can be explained by
design issues: the prevalence of mental disorders
has been shown to differ by age groups and age
cohort, thus the year the study was conducted
and the age range of the sample is of relevance.
(3) Almost all studies made at least some
modification in their assessment instrument, by
either adding diagnoses, omitting diagnoses,
changing diagnostic thresholds or algorithms,
changing the order of sections, adding questions
on impairment and help-seeking or dimensional
measures; other important sources of variance
might result from the use of lay or alternatively
clinical interviewers. All of these modifications
have been shown to have potentially significant
effects on prevalence estimates as well as co-
morbidity figures (Brugha et al. 1999; Wittchen
et al. 1999a).
(4) A critical issue for health care policy
decisions and implications derived from such
studies is either lack or inconsistency of evalu-
ation of disability and severity as well as help-
seeking behaviour associated with mental
disorders. Such considerations are of major im-
portance for health care planners to determine
met and unmet needs appropriately for different
target groups. This problem is particularly evi-
dent in prevalence estimates of studies based
on the lifetime version of the DIS or CIDI. The
lifetime version of the CIDI ascertains primarily
whether the diagnostic criteria are met at some
point in the respondent’s life and then asks for
the first (onset) and last occurrence (recency
codes) of at least some of the core features of
the respective diagnosis. In these studies, current
prevalence estimates merely indicate that the
person had the diagnosis in the past and still has
some symptoms without necessarily determining
that the person meets the full set of diagnostic
criteria. For health care purposes and need
estimations, however, this type of diagnostic
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cross-sectional information is crucial, especially
in conjunction with information on associated
impairment, disability and help-seeking behav-
iour in order to make an appropriate evaluation
of need.
Against this background, in 1997 the German
government commissioned a comprehensive
nationwide morbidity and health survey in the
community to describe in a coordinated study
the prevalence of somatic and mental disorders
in the adult German population. This project is
unique in two respects : it is the first nationwide
mental health survey in Germany and also the
first survey in which somatic and mental dis-
orders were both rigorously assessed within one
study, using reliable structured somatic and psy-
chiatric interviews in a representative national
sample. Particular requirements for the mental
health survey were: (1) a broad coverage of
specific mental disorders, including all substance
use and anxiety disorders (except PTSD) and
previously neglected disorders like somatoform
and eating disorders, as well as disorders due to
substance and general medical factors, (2) the
provision of predominantly strict 12-month
estimates for symptoms and diagnoses of mental
disorders in order to allow for the examination
of associations with physical morbidities as-
sessed for the same time frame and to make
comparative analyses between disorders with
regard to disabilities, quality of life and health
service utilization.
This paper reports the basic prevalence find-
ings of the GHS-MHS, focusing on four aims:
(1) to report 12-month and selected 1-month
and lifetime prevalence estimates and associated
correlates of mental disorders in a nationally
representative sample, including information
on ages of onset ; (2) to determine the degree
of co-morbidity between mental disorders; (3)
to determine associations between mental dis-
orders, co-morbidity and treatment utilization,
and (4) to report associated correlates of dis-
orders and co-morbidity.
METHODS
Aims, design and methods have been recently
described in greater detail in a separate publi-
cation (Jacobi et al. 2002). Therefore, design
and sample characteristics are discussed only
briefly here.
Design and sample
Mental disorders were assessed in the Mental
Health Supplement of the German National
Health Interview and Examination Survey
(GHS-MHS) in a subsample of its core sur-
vey (GHS-CS; Bellach et al. 1998). The core
survey covered a range of medical and social
assessments and was administered between
June 1998 and October 1999. Its sample was a
stratified random sample from 113 communities
throughout Germany with 130 sampling units
(sampling steps: 1, selection of communities ; 2,
selection of sampling units ; and 3, selection of
inhabitants). The sample was drawn from the
population registries of subjects aged 18–79
living in Germany in the year 1997. As a result
a gross sample of 13 222 people were eligible,
representative according to the age, sex and
community type criteria. The response rate
(completing the total assessment in the GHS-
CS) was 61.4% (n=7124). The response rate
including subjects completing parts of the
assessment was 77.8%. Reasons for non-
participation, analyses of non-response, and
further information on sample and weighting
in the GHS-CS are provided elsewhere (Thefeld
et al. 1999).
For financial and logistical reasons the data
for mental disorders were gathered using a two-
stage design. The first stage entailed the admin-
istration of a 12-item screening questionnaire
for mental disorders at the end of the medical
examination of the core survey [CID-S; sensi-
tivity for any 12-month diagnosis (‘caseness’) :
85.3%, specificity: 55.3%, positive predictive
value: 38.3%, negative predictive value : 92.0%;
Wittchen et al. 1999b].
The second stage involved the separate ad-
ministration of a complete, structured, clinical
psychopathological interview to all core survey
respondents who had been screened positive for
a mental disorder and to a random sample of
50% who had been screened negative. Due to
the resulting oversampling of screen positives,
data were weighted in the later analyses. In order
to adjust the net sample to German age, sex and
community distribution, data were also weigh-
ted for age, sex, and region corresponding to the
national administrative statistics of December
1997. The presented weighted results can be
regarded as representative for the German
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non-instutionalized adult population from 18 to
65 years of age with sufficient language skills
to follow the interviews. Hospitalized patients
who were hospitalized throughout the recruit-
ment phase (0.5–0.8% of the target population
in the sample points) were only omitted if they
were in institutions during the entire recruitment
period. Therefore it is unlikely that this ex-
clusion criterion might have an effect on the re-
ported prevalences. Respondents of the German
Health Survey older than 65 years were ex-
cluded because the psychometric properties
of the CIDI, the interview used in the study,
have not yet been satisfactorily established for
use in older populations (Knäuper & Wittchen,
1994).
After exclusion of the subjects older than 65
and 50% of the screen negatives, the eligible
sample size for the GHS-MHS was n=4773.
The conditional response rate of the GHS-MHS
was 87.6%, resulting in a total of 4181 respon-
dents who completed the mental health assess-
ment. Sociodemographic variables of the sample
are shown in the first column of Table 3.
Assessment
We present DSM-IV prevalences because (1)
their operationalization in terms of criteria is
more straightforward and (2) the validity of
ICD-10 diagnostic criteria for research (ICD-
10-DCR) has never been established for the
CIDI. ICD-10 compatible codes can easily be
derived from the coding rules for ‘translation’
from DSM-IV.
Psychopathological and diagnostic assess-
ments were based on the computer-assisted
version of the Munich Composite Internat-
ional Diagnostic Interview (DIA-X/M-CIDI;
Wittchen & Pfister, 1997), a modified version of
the World Health Organization CIDI (version
2.1 ; WHO, 1997) for a wider range of mental
disorder according to the criteria of DSM-IV
than previous studies.
Unlike previous versions of the CIDI, the
study version focuses strictly on the assessment
of 12-month symptoms and disorders. The stan-
dard CIDI lifetime assessment was only per-
formed when lifetime information was necessary
for evaluating current diagnoses (e.g. mood
disorders).
Psychometric properties of the CIDI were
found to range from acceptable to very good
(Wittchen, 1994; Lachner et al. 1998; Reed
et al. 1998). The interviewers (n=24, mostly
psychologists who had already worked on
other CIDI studies) had received a 3-day CIDI
training session for the GHS-MHS and CIDI
refresher courses every 3 months throughout
the field period. They conducted on the average
174 interviews in eight sampling units and
were closely monitored and provided with feed-
back by trained M-CIDI clinical editors who
regularly checked all interviewers according to a
standard procedure. In a final quality control
only eight interviews had to be eliminated due to
missing or inconsistent datasets (Jacobi et al.
2002).
The following mental disorders according to
DSM-IV were included: mental disorders due
to general medical condition; schizophrenia and
possible psychotic disorders (screening without
further differential diagnosis) ; substance use
disorders (dependence and abuse of alcohol,
illicit substances, and nicotine) ; mood disorders
(unipolar and bipolar) ; anxiety disorders (in-
cluding obsessive compulsive disorder; with-
out PTSD), somatoform disorders (including
the abridged somatization syndrome SSI4.6;
Escobar et al. 1989; without conversion and
body dysmorphic disorder) ; and eating dis-
orders. Unfortunately, we were not com-
missioned to include post-traumatic stress
disorder and antisocial personality (as for ex-
ample in the NCS) because of time and financial
restrictions. Subthreshold diagnoses could be
assessed as well (Carter et al. 2001). Health care
utilization is presented in form of the variable
‘at least minimal intervention’, a combination
of items asking about having ever sought treat-
ment due to psychological, mental, addictive or
psychosomatic problems, or been recommended
by a doctor to do so.
Analytic strategy
Presented prevalence estimates (n, %, S.E.) were
calculated with the data weighted for age,
gender, region and screening status in order to
address different sampling probabilities and
systematic non-response. Logistic regression
(odds ratios and 95% confidence intervals) were
used to quantify the associations between men-
tal disorders and their correlates.
Age and sex were adjusted for in each analysis
to control for different base distributions of
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prevalence and co-morbidity within the sample.
To account for the weighting scheme as well
as the stratified sampling design by screening
status, statistical inference (standard errors,
confidence intervals and p values) was based on
the Huber–White sandwich estimator of vari-
ance (Woodruff, 1971; Binder, 1983; Royall,
1986). This was done with the Stata software
package, release 7.0 (StataCorp, 2001).
RESULTS
Table 1 shows CIDI/DSM-IV prevalence esti-
mates and corresponding standard errors of a
range of selected lifetime, 12-month, and 4-week
disorders (or aggregated diagnostic categories)
assessed in the GHS-MHS.
Overall prevalences
About 20% of the sample reported at least one
of the listed disorders in Table 1 in the past
4 weeks, 31% had one or more disorders in the
12 months before the interview and a total of
43% had a lifetime history of at least one of the
selected DSM-IV disorders.
Diagnostic groups
As an aggregated category, anxiety disorders
were more prevalent (4-week and 12-month, life-
time not assessed) than somatoform disorders/
syndromes and mood disorders which show
comparable prevalence numbers : in the pre-
vious 12 months one in every seven respondents
had fulfilled the criteria for an anxiety disorder,
and about one of every 10 respondents had suf-
fered from a mood or somatoform disorder/
syndrome. Substance use disorders (without
nicotine) in the previous 12 months were diag-
nosed in about one in every 20 participants.
A considerable number met criteria of the
M-CIDI psychosis screen (4-week: 1.5%;
12-month: 2.6%; lifetime: 4.5%). This count
includes about equal proportions of subjects
with mood congruent or incongruent psychotic
features occurring exclusively in the course of
depressive or bipolar disorders, and subjects re-
porting psychotic symptoms of varying duration
occurring at other times. M-CIDI syndrome
information for psychotic disorders do not allow
for the derivation of specific diagnoses of psy-
chotic disorders such as schizophrenia.
The least prevalent diagnoses were mental
disorders due to a general medical condition
(4-week: 0.5%; 12-month: 1.3%) and eating
disorders (4-week: 0.2%; 12-month: 0.3%).
(Aggregated) subdiagnoses
Themost commonmental disorders were phobic
disorders (4-week: 7.4%; 12-month: 12.6%;
lifetime not assessed), depressive disorders
(4-week: 5.6%; 12-month: 10.7%; lifetime:
17.1%), and somatoform pain disorder (4-week:
5.4%; 12-month: 8.1%; lifetime: 12.7%).
The next most common disorders were
alcohol abuse or dependence (4-week: 2.5%;
12-month: 4.1%; lifetime: 8.5%) and the
subthreshold somatization disorder SSI4.6
(Escobar et al. 1989; 4-week: 3.1%; 12-month:
4.3%; lifetime: 5.6%).
Gender differences
As in previous epidemiological studies men fulfil
diagnostic criteria for mental disorders less
often than women. The only exceptions are
substance use disorders, where men have con-
siderably higher prevalence rates than women
(especially alcohol abuse or dependence), and
possible psychotic disorders (distributed equally
among men and women). In addition, women
seem more likely than men to suffer from co-
morbid mental disorders (4-week: 40.3%
v. 30.3%; 12-month: 43.7% v. 33.5%; lifetime:
48.7% v. 35.7%; not shown in Table 1).
Ages of onset
In the GHS-MHS, ages of onset were assessed
retrospectively. Figure 1 shows the cumulative
distribution of age of onset for selected dis-
orders [note: for anxiety disorders (except panic
disorders) ages of onset were only assessed in
subjects with a 12-month diagnosis].
Most mental disorders develop in adolescence
and early adulthood, reaching the median of life-
time disorders by the age of 20 (anxiety, bipolar
mood, somatoformand substanceuse disorders).
Depressive disorders and possible psychotic
disorders tend to emerge later (median=31
years/37 years). The range between the 25th
and the 75th percentile of the age of onset is
lowest in substance and bipolar disorders, where
over 75% begin before the age of 30 and
prevalence drops sharply in respondents older
than 30.
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nj % (S.E.)k % (S.E.) % (S.E.) n % (S.E.) % (S.E.) % (S.E.) n % (S.E.) % (S.E.) % (S.E.)
Any mental disorder due to general medical condition 19 0.5 (0.1) 0.4 (0.1) 0.6 (0.1) 56 1.3 (0.2) 0.8 (0.2) 1.9 (0.3) 94 2.3 (0.2) 1.8 (0.3) 2.7 (0.4)
Any substance disorderb 119 2.9 (0.3) 4.4 (0.5) 1.3 (0.3) 188 4.5 (0.3) 7.2 (0.6) 1.7 (0.2) 414 9.9 (0.6) 15.6 (0.9) 4.2 (0.4)
Alcohol abuse/dependence 104 2.5 (0.3) 4.0 (0.5) 0.9 (0.2) 170 4.1 (0.3) 6.8 (0.6) 1.3 (0.2) 355 8.5 (0.5) 14.4 (0.9) 2.6 (0.3)
Any illicit substance abuse/dependence 21 0.5 (0.1) 0.6 (0.2) 0.4 (0.1) 30 0.7 (0.1) 1.0 (0.2) 0.5 (0.1) 90 2.1 (0.2) 2.3 (0.3) 1.9 (0.3)
Possible psychotic disorderc 61 1.5 (0.2) 1.6 (0.3) 1.3 (0.2) 107 2.6 (0.3) 2.6 (0.4) 2.5 (0.3) 189 4.5 (0.4) 4.1 (0.5) 5.0 (0.5)
Any mood disorderd 262 6.3 (0.4) 4.8 (0.5) 7.8 (0.6) 499 11.9 (0.5) 8.5 (0.7) 15.4 (0.8) 779 18.6 (0.6) 12.3 (0.8) 25.0 (1.0)
Any unipolar depression 223 5.6 (0.4) 4.2 (0.5) 6.9 (0.6) 448 10.7 (0.5) 7.5 (0.6) 14.0 (0.8) 716 17.1 (0.6) 11.1 (0.8) 23.3 (0.9)
Any bipolar disorder 23 0.6 (0.1) 0.3 (0.1) 0.8 (0.2) 34 0.8 (0.1) 0.6 (0.1) 1.1 (0.2) 42 1.0 (0.1) 0.8 (0.2) 1.2 (0.2)
Any anxiety disordere 375 9.0 (0.4) 5.3 (0.5) 12.7 (0.7) 604 14.5 (0.5) 9.2 (0.6) 19.8 (0.9)
Panic disorderf 47 1.1 (0.2) 0.9 (0.2) 1.3 (0.2) 98 2.3 (0.2) 1.7 (0.2) 3.0 (0.4) 162 3.9 (0.3) 2.2 (0.3) 5.5 (0.5)
Any phobiag 311 7.4 (0.4) 3.9 (0.4) 11.0 (0.7) 525 12.6 (0.6) 7.5 (0.6) 17.7 (1.0)
Generalized anxiety disorder 50 1.2 (0.2) 0.9 (0.2) 1.5 (0.3) 64 1.5 (0.2) 1.0 (0.2) 2.1 (0.3)
Obsessive compulsive disorder 18 0.4 (0.1) 0.2 (0.2) 0.6 (0.0) 30 0.7 (0.1) 0.6 (0.2) 0.9 (0.2)
Any somatoform disorder/syndromeh 311 7.5 (0.4) 4.9 (0.5) 10.0 (0.7) 461 11.0 (0.6) 7.1 (0.6) 15.0 (0.8) 678 16.2 (0.7) 10.3 (0.8) 22.2 (1.0)
SSI4.6 128 3.1 (0.3) 2.2 (0.3) 3.9 (0.5) 181 4.3 (0.3) 3.1 (0.4) 5.5 (0.6) 235 5.6 (0.4) 3.9 (0.4) 7.3 (0.6)
Pain disorder 227 5.4 (0.4) 3.4 (0.4) 7.5 (0.6) 340 8.1 (0.5) 4.9 (0.5) 11.4 (0.7) 533 12.7 (0.5) 7.8 (0.6) 17.8 (0.9)
Any eating disorderi 8 0.2 (0.0) 0.1 (0.0) 0.3 (0.1) 14 0.3 (0.1) 0.2 (0.1) 0.5 (0.2) 33 0.8 (0.1) 0.3 (0.1) 1.3 (0.3)
Any of the above 829 19.8 (0.6) 15.8 (0.9) 23.9 (1.0) 1301 31.1 (0.8) 25.3 (1.1) 37.0 (1.1) 1791 42.6 (0.8) 36.8 (1.2) 48.9 (1.1)
a Weighted data; DSM-IV hierarchy rules were dropped; age distributions and confidence intervals available on request.
b Abuse or dependence (without nicotine).
c Screening for Schizophrenia and other psychotic disorders without further differential diagnosis ; includes psychotic features occurring as part of mood disorders.
d Major Depressive Disorder, Dysthymic Disorder, Bipolar I Disorders, Bipolar II Disorders, single hypomanic episode; unipolar and bipolar mood disorders do not add up to 100%
because single hypomanic episode was not included in either category.
e For anxiety disorders (including Obsessive Compulsive Disorder, excluding Post-traumatic Stress Disorder) no lifetime diagnoses except for panic disorders available.
f With or without Agoraphobia.
g Agoraphobia without history of Panic Disorder, Social Phobia, Specific Phobias (animal, natural environment, blood-injection-injury, and situational type), Anxiety Disorder NOS.
h Somatization Disorder, Undifferentiated Somatization Disorder, Somatic Symptom Index SSI4.6, Hypochondriasis, Pain Disorder.
i Anorexia Nervosa, Atypical Anorexia Nervosa, Bulimia Nervosa, Atypical Bulimia Nervosa.
j Weighted numbers ; numbers of single diagnoses exceed numbers of aggregated groupings if comorbid.













Table 2 reveals rates for 12-month co-mor-
bidity. 60.5% of the diagnosed subjects had a
single diagnosis and 39.5% were co-morbid (4-
week: 36.3%; lifetime: 43.1%; not shown in
Table 2). 10.3% were highly co-morbid (>3
disorders; 4-week: 10.3%; lifetime: 10.5%; not
shown in Table 2). It has to be mentioned
that these results on co-morbidity are cross-
sectional. Taking lifetime co-morbidity into
account, the co-morbidity rate of respondents
with a given 4-week diagnosis is shifted from
36% to 64% and for 12-month diagnoses from
39% to 53% (not shown in Table 2).
Table 2, left section, shows proportions
of ‘pure’ disorders and one/two/three or more
additional diagnoses per disorder. A total of
2321 diagnoses were assigned to the 1301 re-
spondents with at least one disorder. Pure
disorders in the past 12 months were quite
rare.Only 786 12-month diagnoses assignedwere
pure, whereas 1327 diagnoses were co-morbid
(mean over all diagnoses: 66%). Proportions of
co-morbidity (at least one co-morbid condition)
ranged from 44% for alcohol abuse/dependence
to 94% for generalized anxiety disorder. The
rate for highly co-morbid disorders (>3 dis-
orders) was lowest in substance use disorders
(12.9–14.4%) and highest in possible psychotic
disorder (40%), panic disorder (49%), general-
ized anxiety disorder (53%) and obsessive
compulsive disorder (63%).
We also determined the most frequent combi-
nations of seven aggregated diagnostic groups
[any substance use disorder, any possible
psychotic disorder, any depressive disorder, any
bipolar disorder, any anxiety disorder, any
somatoform disorder, any eating disorder; 12-
month diagnoses] among the co-morbid cases
(n=514). Fifty-two different combinations out
of the logically possible 127 (27x1) occurred
at least one time, among them five relatively
frequent patterns that accounted for 60% of all
co-morbid patterns: depression-anxiety (19%),
anxiety-somatoform (12%), depressive-anxiety-
somatoform (11%), anxiety-anxiety (10%), and
depressive-somatoform (8%).
Health care utilization
Only 40% of respondents with at least one
12-month mental disorder received at least a
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              Percentile 25. 50. 75.
(Md)
Substance 17 20 28
Poss. psychotic 27 37 48
Depressive disorders 22 31 42
Bipolar 14 18 25
Anxiety   8 18 31
Somatoform 14 19 30
FIG. 1. Age of onset distributions.
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Table 2. Co-morbidity and health care utilization in subjects with at least one 12-month DSM-IV disordera
Disorders (DSM-IV)c

































Any mental disorder due to general
medical condition
18.8 38.1 13.7 29.5 59.6 58.8 60.0 76.9 51.7
Any substance disorder 55.1 22.8 7.8 14.3 35.5 22.9 33.6 63.0 67.2
Alcohol abuse/dependence 55.7 23.3 6.7 14.4 34.4 22.3 36.2 56.7 68.1
Any illicit substance abuse/dependence 45.3 29.0 12.9 12.9 32.7 25.2 14.3 72.5 60.9
Possible psychotic disorder 27.1 19.8 13.3 39.9 56.6 30.3 45.1 50.1 82.4
Any mood disorder 38.8 21.8 15.7 23.7 52.5 41.0 40.6 61.6 76.2
Any depressive disorder 39.3 20.8 15.8 24.1 53.5 41.2 42.1 62.4 77.8
Any bipolar disorder 25.7 24.6 14.9 34.9 51.8 42.2 42.4 58.8 62.4
Any anxiety disorder 37.9 26.5 14.2 21.3 47.0 27.1 46.7 57.5 75.6
Panic disorder 11.7 26.9 12.4 49.0 75.4 54.3 51.4 79.0 92.6
Any phobia 39.8 25.4 13.7 21.2 45.3 25.2 45.7 56.4 75.7
Generalized anxiety disorder 6.4 15.5 24.7 53.3 68.8 55.6 69.1 56.1 76.2
Obsessive compulsive disorder 14.9 12.3 9.6 63.2 68.2 20.7 66.1 39.5 84.1
Any somatoform disorder/syndrome 45.7 21.2 14.7 18.5 42.5 27.2 42.4 53.9 71.3
SSI4.6 34.2 22.1 19.2 24.5 49.6 32.9 47.7 58.9 67.1
Pain disorder 43.5 22.0 14.7 19.7 40.0 25.0 35.6 51.7 69.6
Any eating disorder 34.8 21.1 30.8 13.3 47.0 49.1 — 85.2 27.5
Any mental disorder 60.5 20.3 9.0 10.3 40.5 30.6 43.5 59.6 76.1
a 2321 diagnoses were assigned to n=1301 respondents with at least one diagnosis out of n=4181 (total sample GHS-MHS).
b Health care utilization is presented in form of a variable ‘at least minimal intervention’, a combination of items asking for having ever been seeking treatment due to psychological, mental,
addictive or psychosomatic problems, or been recommended by a doctor to do so. The so-defined overall treatment rate was % in respondents with at least one diagnosis and % in respondents
with no diagnosis.












(having ever sought any kind of treatment due
to mental health problems or having been rec-
ommended by a doctor to do so). It should be
noted that if a co-morbid case was treated this
treatment is shown for every co-morbid disorder,
because in the present analysis it cannot be
determined for which disorder(s) this person was
treated; therefore numbers in Table 2 for specific
disorders exceed the overall participant’s treat-
ment rate (i.e. ‘anymental disorder ’). Treatment
rates increase fairly steadily by number of co-
morbid conditions. For example, in panic dis-
order, the most frequently treated disorder, 54%
of the pure and 93% of the highly co-morbid
cases report an at least minimal intervention.
Substance use disorders – the less frequently
treated disorders – show treatment rates from
23% (pure cases) to 67% (highly co-morbid
cases). Co-morbidity (in a model with sex, age
and three dummy variables for the number of
diagnoses) had the same predictive value (area
under the ROC curve=0.72) as the presence of
the different diagnoses (in a model with sex, age
and 12 dummies for the different diagnoses).
Correlates of mental disorders
Sociodemographic and health-related correlates
of 12-month disorders are shown in Table 3 with
odds ratios (OR) and confidence intervals (CI).
The significant sex differences have been
mentioned above: women have a lower risk of
having a substance use disorder (OR 0.2),
but a higher risk of having a mood disorder
(OR 2.0), an anxiety disorder (OR 2.4) or a
somatoform disorder (OR 2.3). Their average
number of diagnoses is about 70% higher than
inmen (not shown in Table 3). No sex differences
were found in possible psychotic disorders.
Age effects played only a minor role, except
for substance use disorders, where respondents
older than 34 years of age had significantly
fewer disorders than respondents aged 18–34
(35–49 years : OR 0.4; 50–65 years : OR 0.3).
Marital status is a significant correlate of
all mental disorders (except for somatoform dis-
orders) : being never married, separated, div-
orced or widowed increases the probability of
a diagnosis substantially (OR 1.5–2.9). The
separated/divorced or widowed respondents
have 80% more diagnoses than the married
ones (singles : 50% more diagnoses; not shown
in Table 3). Respondents from the lower social
class have significantly higher prevalences of
substance use disorders, mood disorders, and
anxiety disorders compared with a higher social
class (OR 0.5–0.8 for medium or upper social
class). With regard to somatoform disorders,
only the upper social class has a lower prevalence
rate than the low social class. Unemployed
and retired people in particular have elevated
risks for having a mental disorder (OR 1.5–2.3,
except for possible psychotic disorder, where
associations were slightly insignificant). So the
presented GHS-MHS data support the view
that rates of most mental disorders decline
with increasing social status. The social class
index used (Winkler–Schicht Index; Winkler
& Stolzenberg, 1998) is calculated from infor-
mation on education, current job status and
household net income; differential data on edu-
cation and employment status is also given in
Table 3.
Concerning physical illness (assessed by MDs
with a clinical structured computer assisted
interview; Jacobi et al. 2002), poor health status
is strongly associated with all mental disorders
(OR 1.9–4.0).
DISCUSSION
Design and sampling issues
This paper presents prevalence estimates of the
first nationwide German mental health survey
conducted after the reunification of former East
and West Germany and thus provides for the
first time ever comprehensive data about
the prevalence of mental disorders and their
burden in Germany. The conduct of this survey
as part of the regular national somatic health
survey is a significant step forward to an
integrated national health report system in
Germany. The joint assessment of mental
disorders and physical morbidities along with
data on disability, work disability, service util-
ization and treatment within one modular study
offers unique cross-comparisons between these
domains that will be dealt with in subsequent
steps of the analyses. Before highlighting the
major findings a few comments with regard to
design and methods will be given.
The high conditional response rate of almost
90% for the mental health supplement can
be regarded as satisfactory in light of the
non-response interview findings. Additional
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% ORb 95% CI % ORb 95% CI % ORb 95% CI % ORb 95% CI % ORb 95% CI
Sex
Men 50.3 7.2 2.6 8.5 9.2 7.1
Women 49.7 1.7 0.2* 0.2–0.3 2.6 1.0 0.7–1.5 15.4 2.0* 1.6–2.4 19.8 2.4* 2.0–3.0 15.0 2.3* 1.8–2.8
Age
18–34 34.5 7.7 2.9 11.3 13.9 10.2
35–49 34.0 3.5 0.4* 0.3–0.6 2.6 0.9 0.5–1.5 12.6 1.1 0.9–1.4 14.6 1.1 0.9–1.3 11.2 1.1 0.9–1.4
50–65 31.6 2.1 0.3* 0.2–0.4 2.2 0.7 0.5–1.2 11.8 1.0 0.8–1.3 14.9 1.1 0.9–1.3 11.7 1.2 0.9–1.5
Marital status
Married 64.1 2.7 2.0 9.8 13.2 10.6
Single 24.9 8.8 1.9* 1.2–3.1 3.6 1.8* 1.1–2.8 13.2 1.6* 1.2–2.3 15.1 1.4* 1.1–1.8 9.7 1.0 0.8–1.4
Separated/divorced/
widowed
11.0 5.6 2.9* 1.8–4.6 3.8 1.9 0.9–4.1 22.6 2.5* 1.9–3.3 20.2 1.5* 1.1–1.9 15.0 1.3 0.9–1.8
Employment statusc
Employed
Full time 49.8 4.7 2.6 9.1 10.8 9.0
15–34 h/week 8.1 2.3 1.5 0.7–3.3 0.8 0.3* 0.1–0.8 11.0 0.9 0.6–1.3 19.9 1.3 0.9–1.8 15.1 1.1 0.8–1.6
<15 h/week 4.8 0.5 0.4 0.1–2.6 0.5 0.2* 0.1–0.8 14.2 1.2 0.7–1.9 15.8 1.0 0.6–1.5 9.7 0.7 0.4–1.2
Not employed
Retired 9.7 3.0 1.9 0.9–4.4 1.6 0.6 0.3–1.6 16.3 2.1* 1.4–3.1 17.2 1.5* 1.1–2.2 13.8 1.4 0.9–2.1
School/student 5.7 10.3 1.7 0.9–3.0 3.8 1.4 0.7–3.1 12.1 1.2 0.7–1.9 12.2 1.0 0.6–1.6 7.2 0.7 0.4–1.2
Unemployed 6.5 6.3 2.0* 1.2–3.6 3.1 1.2 0.5–2.7 20.0 2.3* 1.6–3.2 23.2 2.2* 1.6–3.0 16.0 1.6* 1.1–2.4
Homemaker 7.2 0.7 0.6 0.1–2.6 4.1 1.6 0.7–3.4 17.8 1.5* 1.0–2.2 19.4 1.2 0.8–1.7 11.1 0.7 0.5–1.1
Social classd
Low 19.1 6.6 3.5 16.4 18.6 13.5
Medium 57.6 4.2 0.6* 0.4–0.9 2.4 0.7 0.4–1.1 12.0 0.7* 0.6–0.9 14.4 0.8* 0.6–0.9 10.6 0.8 0.6–1.0
High 23.3 3.7 0.6* 0.4–0.9 2.2 0.6 0.3–1.2 8.8 0.5* 0.4–0.7 11.3 0.6* 0.4–0.8 9.3 0.7* 0.5–0.9
Somatic health statuse
Good 29.3 4.9 1.7 7.5 10.1 5.3
Medium 45.4 4.7 1.4 0.9–2.1 2.5 1.6 0.9–3.0 12.0 1.6* 1.2–2.1 12.5 1.2 0.9–1.5 10.6 2.1* 1.5–2.8
Poor 24.7 3.6 1.9* 1.2–3.2 3.7 2.9* 1.7–5.0 17.2 2.5* 1.8–3.4 23.2 2.5* 1.9–3.3 18.8 4.0* 2.8–5.6
a GHS-MHS, weighted data, n=4181.
b Odds ratios (OR) from logistic regression and 95% confidence intervals (CI), controlled for age and sex; reference groups: not having the disorder under consideration ; * p<0.05.
c ‘Other ’ employment status (e.g. maternity leave, military or civil service) excluded from analyses.
d Index of social class (Winkler & Stolzenberg, 1998) derived from information on education, income and current (job) position.
e Crude indicator derived from the amount of somatic diseases assessed in the GHS-CS. Good: no somatic diseases within past 12 months; medium: 1–2 somatic diseases within past













checks for limited representativeness as com-
pared to the total population provided no evi-
dence for any major systematic sample bias
(Jacobi et al. 2002).
Retrospective data on age of onset are
notoriously unreliable, but may be useful in
the absence of other data. In the present cross-
sectional study, probes were embedded in the
interviews in order to reduce recall bias. Yet,
this cannot rule out systematic under-reporting
due to embarrassment or fear of discrimination
(Kessler, 2000).
We want to emphasize that this first preva-
lence publication reports predominantly diag-
nostically aggregated data. Findings on specific
subtypes and disorders will be dealt with in
separate follow-up publications.
Particular strengths of the study are as fol-
lows. (1) It is largely built on standardized
assessment instruments with an established re-
liability allowing for direct comparisons with
other studies. (2) It includes a considerably larger
number of specific mental disorders according
to DSM-IV criteria than previous studies. (3)
Unlike other community surveys using the same
instrument, we focused on 12-month and 4-week
estimates of symptoms and diagnoses of mental
disorders to increase precision and reliability and
to obtain straightforward 12-month symptom
counts. Lifetime disorders not present in the 12-
month were only assessed for mood, psychotic
and selected other disorders once the 12-month
assessment was completed. Not relying only
on recency information of lifetime diagnoses
when determining 12-month diagnoses provides
greater accuracy. Yet, the 12-month orientation
means that those without a current disorder are
less likely to report a lifetime disorder, resulting
in an over-representation of chronic cases with
an increased likelihood of early onset that has
to be considered in future analyses dealing with
lifetime diagnoses. (4) Interviews were conduc-
ted by clinically trained interviewers, since the
use of lay interviewers has often been mentioned
as a limitation of previous large-scale nationwide
surveys. This also allowed for the inclusion of
both psychotic syndromes, as well as general
medical factors.
Prevalence
Turning to the main findings, the study confirms
that mental disorders are highly prevalent,
affecting a substantial proportion of the adult
German population aged 18–65, with a total
12-month prevalence of 31%, a 4-week pre-
valence of 20% and a lifetime prevalence of
43%.
The GHS-MHS covers a relatively wide range
of more than 60 mental disorders, allowing for
a high degree of specification within seven
diagnostic groupings.
It is important to note that the rates of
morbidity shown in this study are not easily
comparable to findings from other community
studies due to different diagnostic criteria
(ICD-10 v. DSM-III-R v. DSM-IV), different
age ranges (e.g. higher prevalences of substance
use disorders in younger samples), and in
particular due to the inclusion of different diag-
noses. Some studies included additional diag-
noses (e.g. post-traumatic stress disorder and
antisocial personality in the NCS) or a more
restricted range of disorders (e.g. neglect of
somatoform disorders in most previous studies;
Faravelli et al. 1997). This selection has some
effect on the total prevalence estimated. Re-
garding the frequency of DSM-IV-disorders
in our study, as an example, the exclusion of
somatoform disorders lowers the overall life-
time prevalence fromabout 43% to 37% (mostly
due to 200 respondents with a pure somatoform
pain disorder).
Nevertheless our results show a relatively
strong concordance with most comparable
studies (e.g. those reported by Kessler et al.
1994; Bijl et al. 1998; Andrade et al. 2000;
Andrews et al. 2001). The overall 12-month
prevalence in the GHS-MHS is 31.1% for the
reported seven diagnostic DSM-IV groupings
(and 25.7% when excluding somatoform dis-
orders, eating disorders and mental disorders
due to a general medical condition which were
not assessed in most other studies). These rates
are comparable to the USA (29.5%), The
Netherlands (23.2%), most of the other ICPE
surveys (Brazil, Canada, Mexico, Turkey;
8.4–24.4%), and Australia (20.3%).
Rates for anxiety and mood disorders (14.5%
and 11.9%) are also relatively similar to the
USA (17.2% and 11.3%), slightly higher than
in The Netherlands (12.4% and 7.6%) and
most of the other ICPE surveys (4.0–12.4% and
4.2–7.1%), whereas in Australia remarkably
lower rates were found (5.6% and 6.6%).
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Substance use disorders were diagnosed less
often (4.5%, with the vast majority of alcohol
related disorders) than in the USA (11.3%),
The Netherlands (8.9%), most other ICPE
surveys (0.0–10.5%) and Australia (7.9%). As
mentioned above, when comparing these
rates internationally it is important to take into
account differences in the instruments (e.g. the
UM-CIDI in the NCS is particularly sensitive ;
Kessler et al. 2000), and age of the sample
(e.g. including only age 18–54 as in the NCS
the GHS-MHS prevalence of any substance
use disorder is shifted to 5.2%). Yet, the low
prevalence is surprising since alcohol consump-
tion, according to the WHO world drink trends
reports, is comparatively high in Germany. An
explanation could be the fact that diagnostic
criteria focus more on (culturally and socially
determined) inadequacy of drinking behaviour
than on absolute quantity of consumption.
Therefore, as an example, it is easier to qualify
for alcohol abuse in the USA where the con-
sumption of 1.5 litres of beer is labelled as
‘binge drinking’ compared to wide parts of the
German society, where this amount is consumed
several times a week without further negative
social consequences. In particular, young people
are more likely to receive a diagnosis of
alcohol abuse in the USA where drinking in
public is illegal until the age of 21 (Germany:
16 years).
Age of onset/persistence
The GHS-MHS findings also provide some fur-
ther evidence that most mental disorders begin
early. The median of the reported first onset
of anxiety, somatoform, bipolar mood and
substance use disorders is below 20 years of age.
The median of depressive disorders and possible
psychotic disorders is in young adulthood
(31 v. 37 years), and only about 25% of the af-
fected subjects develop their first disorder after
their early 40s. The different characteristics
match the average shapes of the cross-national
ICPE-results (Andrade et al. 2000). Data on age
of first onset were gathered retrospectively, and
information on the course of a disorder between
first onset and recent manifestation was not
assessed. Since we have no longitudinal data on
these issues, interpretations from this study on
course of disorders, longitudinal comorbid-
ity relevant for aetiological aspects of mental
disorders, or persistence are definitely limited.
However, there are some clues that might be
interpreted as indirect estimates of the chron-
icity of mental disorders. The average time
between reported age of onset and age of the
participants with the respective current diag-
nosis at the interview ranged from 10 to 20
years. Three quarters of all lifetime diagnoses
were still present in the last 12 months; the
prevalence ratios between time frames (4-week
12-month; 4-week lifetime; 12-month lifetime)
suggest that mental disorders are often stable
and call into question older statements that
mental disorders are characterized by high
remission rates.
Co-morbidity
We also confirmed that co-morbidity is a com-
mon phenomenon in almost all mental dis-
orders. By the way, this also appears to be true
for co-morbidity among somatic illnesses. Since
the patterns of co-morbidity are of a very com-
plex nature due to the coverage of the high
number of included disorders (Wittchen,
1996a, b), results on co-morbidity were pres-
ented in two relatively crude ways: number of
disorders per participant and amount of co-
morbidity per disorder. Regarding again the
12-month frame, about 40% of the diagnosed
participants have more than one single disorder.
In this context, it should be noted that co-mor-
bidity rates depend heavily on the definition of
co-morbidity. From the perspective of disorders,
a total of 2321 diagnoses were assigned to 1301
subjects. All disorders were highly to extremely
co-morbid, ranging from 44% (alcohol abuse/
dependence) to 88% (panic disorders) and 94%
(generalized anxiety disorder).
Health care utilization
Disregarding the noteworthy differences in base
rate probabilities of specific diagnoses, it is fair
to estimate that only about one third of pure
disorders receive at least a minimal health care
intervention, opposed to almost three out of
four highly co-morbid subjects. For each dis-
order, the presence of co-morbid disorders is
associated with a substantially higher rate of
help seeking. This is consistent with previous
findings from the USA and Canada (Kessler
et al. 1994; Merikangas et al. 1996). This
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replication in a German sample is remarkable,
yet discouraging, as we expected a higher treat-
ment rate due to the relatively well established
German mental health care system. Unlike the
USA and also to a lesser degree Canada, the
German health care system is characterized by a
fairly dense network of medical and psycho-
logical services that all provide mental health
care (including drugs and psychotherapy) free
of charge and without any major limitation of
access and treatment duration. Patients can even
bypass primary care physicians that usually
maintain a core gatekeeper function for special-
ized mental health care in most other countries.
Although we have no data in this study on
speed of treatment entry after developing the
first mental disorder, it appears that treatment
is only likely whenever the patient already has
developed complex co-morbid patterns. Future
analyses should examinewhether earlier targeted
treatment reduces co-morbidity and associated
burden in terms of disability and reduced qual-
ity of life.
Correlates
As in all comparable studies, women report
higher mental morbidity than men except for
substance use disorders (where men are diag-
nosed four times as frequently as women), and
possible psychotic disorders (where no sex dif-
ferences were found). There have been no sig-
nificant age effects on prevalence except for
substance use disorders (more frequent in
younger age).
Also, other correlates of mental disorders
are in line with existing knowledge (lower risk
for married, and for higher social class). How-
ever, findings of this kind are limited, since risk
factors of this sort are either not modifiable or
not specific enough for developing intervention
strategies (Kessler, 2000). Further analyses will
focus on the role of co-morbidity in the predic-
tion of (further) mental disorders, impairment
and reduced quality of life since co-morbidity
may be amodifiable risk factor for illness course,
future impairment and quality of life that can be
more easily targeted than sociodemographic
correlates of mental morbidity. Of special in-
terest in this context and suggesting need for
further research are the presented high associ-
ations of mental disorders and poor somatic
health status.
Conclusions for future analyses and studies
Further analyses will determine the impact of
mental disorders both on individual suffering
and health related quality of life, and on direct
and indirect societal costs of disorders (health
care costs, loss of work productivity). Future
studies should be designed to investigate modi-
fiable risk factors of illness onset and course
in greater detail, including developmental and
genetic aspects (Wittchen, 1996b ; Kessler, 2000).
Further research on determinants of help seek-
ing and health care delivery is also needed since
pathways to adequate mental health care seem
not only to be disorder-specific or determined
by severity of a condition, but also by other
factors (e.g. knowledge about mental disorders
in patients or in primary care physicians, or
limitations within a health care system).
Kessler et al. (2002) suggest, on the basis of
findings from the World Mental Health surveys
on the distinction of generalized anxiety dis-
order from depression, that more comprehensive
analyses within the complex area of co-mor-
bidity are strongly needed in psychiatric epi-
demiology. A better understanding of patterns
of comorbidity is relevant for diagnostic and
nosological reasons and aetiological research on
mental disorders on the one hand, and for
the improvement of prevention and treatment
strategies on the other hand, since co-morbidity
affects onset, course and severity of the single
disorders involved. In particular investigations
on comorbidity with somatic conditions will
enhance knowledge on health and illness as
comprehensive concepts.
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5. Excursus: Depression in primary care 
 
As mentioned above, it is necessary to study populations beyond clinical settings to obtain a complete 
picture of mental disorders in the community. Nevertheless, data from the primary care sector are of 
core importance as well due to the role of primary care physicians as “gate-keeper” within the health 
care system. According to several studies in the 1980s and early 1990s in various countries, using a 
wide range of assessment methods and sampling procedures and fairly irrespective of the type of 
health care system studied, there seems to be agreement that the point prevalence for depressive 
disorders in primary care is typically approximately 10% (Goldberg, 1995; Simon & von Korff, 1995; 
Üstün & Sartorius, 1995; Tiemens et al., 1996; Goldman et al., 1999). There is also fairly consistent 
agreement across studies that among patients with clinically significant depression, approximately 
50% go unrecognized by the treating primary care physician (von Korff et al., 1987; Ormel et al., 1991; 
von Üstün & Sartorius, 1995; Schulberg et al., 1996). Among those recognized as a ‘case’, only a 
fraction seem to receive treatments that could be described as being adequate according to expert 
guidelines (Eisenberg, 1992; Narrow et al., 2002; Schulberg et al., 1996; Hirschfeld et al., 1997; 
Goldman et al., 1999). To highlight these findings from an international perspective, results from the 
WHO-international multicentre study on psychological disorders in primary care (Üstün & Sartorius, 
1995), probably the largest and design wise the technically most sophisticated study, can be taken as 
an example. This study reported a total current prevalence of ICD-10 depression in primary care 
settings across all participating centres of 10.5%. 
 
A large primary care study conducted in 1999 was designed to examine these issues more closely for 
Germany: are the findings from the 1980s and early 1990s still valid?  
 
 
The following section is based on:  
 
A3. Jacobi, F., Höfler, M., Meister, W., & Wittchen, H.-U. (2002b). Prävalenz, Erkennens- und 
Verschreibungsverhalten bei depressiven Syndromen: Eine bundesdeutsche Hausarztstudie. 






5.1. Research Questions and methods of a large German study on depression in primary care 
 
 
The following questions are addressed:  
 
• What is current (2 weeks) prevalence of depressive symptoms and disorders among primary care 
attenders that visit their doctor on a randomly chosen target day? 
• What proportion of cases fulfilling DSM or ICD criteria for a current depressive episode are 
recognized by the treating physician as definite threshold or subthreshold depression? 
• What kind of treatments are assigned to recognized depressive patients in primary care?  
• Which psychosocial and clinical variables are associated with doctors’ recognition of DSM and 
ICD depression? 
 
The study examines the prevalence of depressive syndromes among unselected primary care 
attenders, as well as doctors’ recognition and treatment rates, in order to examine patient and doctor-
related factors associated with poor recognition. This nationwide study included a total of N=20421 
patients (aged 15–99 years) attending their primary care doctors (N=633) on the study’s target day 
(April 1999). Patients received a self-report questionnaire, including the Depression Screening 
Questionnaire (DSQ), to provide diagnoses of depressive disorders according to the criteria of DSM-IV 
and ICD–10. Doctors completed: (1) a pre-study questionnaire assessing data on doctors’ 
psychosocial, professional and training background, as well as current practices in patients with 
depression and (2) an evaluation form for each patient seen to assess his diagnostic decision, clinical 





Taking the DSQ as a yardstick, 4.2% of all primary care attenders fulfilled criteria for a major 
depressive episode according to DSM-IV; considerably higher rates of 11.3% were obtained using the 
ICD-10 criteria for mild depressive episodes (see Table 3 from Jacobi et al., 2002b). Rates of 
depression were higher in females, increased by age and were also elevated in those retired, 
unemployed as well as non-working housekeepers.  
 
Taking the doctors’ decision of definite or probable depression (Table 3 from Jacobi et al., 2002b), 
around 75% of all DSM and 59% of all ICD-10 diagnoses were recognized by the treating physician. 
However, doctors also assigned diagnoses of definite depression in an additional 11.7% of patients 
not meeting either ICD-10 nor DSM-IV criteria. Among correctly identified depression cases doctors 
decided to prescribe drug treatments in 72.7% (DSM)and 60.8% (ICD). Some 16.2% of DSM and 
10.1% of ICD-cases were referred to mental health specialists; non-drug interventions were prescribed 
for 19.8% (DSM)and 24.9%(ICD), respectively (Table 4 from Jacobi et al., 2002b).  
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Multiple logistic regression analyses revealed that recognition is associated with prior treatment 
episodes, increasing number of depression symptoms, patients higher age, practice experience of 





These findings confirm the high prevalence of depressive syndromes in primary care settings and 
underline the particular challenge posed by a high proportion of with near-threshold symptomology 
patients. Although recognition rates among more severe major depressive patients as well as 
treatments prescribed appear to be more favourable than in previous studies, the situation in less 
severe cases and the high proportion of doctors’ definite depression diagnoses in patients with 





[Insert Jacobi et al. (2002b here]
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Zusammenfassung
Die Studie berichtet die Stichtags-Prävalenz
depressiver Syndrome bei 20.421 unsele-
gierter Patienten, die an einem Stichtag ih-
ren Hausarzt aufsuchten. Zusätzlich wurde
das hausärztliche Erkennungs- und Ver-
schreibungsverhalten ermittelt. Im Rahmen
einer Vorstudie wurden die teilnehmenden
Arztpraxen (N=633) mittels Fragebogen
charakterisiert. Am Erhebungstag erhielten
alle Patienten Fragebögen, darunter den
„Depression Screening Questionaire“ (DSQ),
um die Diagnose einer depressiven Störung
gemäß der Kriterien von DSM-IV oder ICD-10
zu stellen. Diese Daten wurden mit den An-
gaben in den Bewertungsbögen der Ärzte
verglichen, die diese am Erhebungstag für
jeden Patienten ausfüllten.
Die Befunde bestätigen die hohe Präva-
lenz depressiver Syndrome in der Hausarzt-
praxis: 11,3% erfüllten die ICD-10-Kriterien
für eine depressive Episode. Obwohl die Er-
kennungsrate von 59% wie auch die Häufig-
keit verordneter Behandlungen tendenziell
höher erscheint als in früheren Studien, so
gibt doch die Situation bei den Depressio-
nen leichterer Ausprägung sowie der hohe
Anteil an „Fehldiagnosen“ bei Patienten, die
deutlich die Falldefinitionskriterien verfeh-
len, Anlass zur Besorgnis.
Schlüsselwörter
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Die zunehmend bedeutsame Rolle, die
dem Hausarzt nicht nur bei dem Erken-
nen, sondern auch in der Therapie de-
pressiver Erkrankungen zukommt, ist
seit einigen Jahren ein Thema der epi-
demiologischen und klinischen Public-
Health-Forschung. Dabei ergaben Studi-
en in den 80er und frühen 90er Jahren
in Deutschland und verschiedenen an-
deren Ländern bzw. in internationalen
Kollaborationen [4, 5, 11, 12, 15, 18, 20, 22,
23], dass depressive Syndrome in der
Hausarztpraxis mit Schätzungen von
7–11% aller Patienten ein überaus häufi-
ges Phänomen sind. Es besteht nach die-
sen Studien auch ein einigermaßen
durchgehender Konsens, dass von den
Patienten mit klinisch bedeutsamer De-
pression zumindest jeder zweite vom
Hausarzt nicht als solcher erkannt wer-
den [13, 17, 23, 24]. Unter denen, die als
depressiver „Fall“ erkannt wurden, er-
hält nur ein Bruchteil eine Behandlung,
die gemäß fachlicher Leitlinien als ad-
äquat bezeichnet werden kann. Dabei
wird speziell im deutschen Sprachraum
auf die vergleichsweise hohen Raten von
Sedativa-Verschreibungen, sowie die im
Vergleich zu trizyklischen Antidepressi-
va niedrigeren Verschreibungsraten an
SSRIs hingewiesen [2, 5, 7, 16].
Die Faktoren, die für diese kritische
Situation in der Hausarztpraxis verant-
wortlich sind,sind immer noch unzurei-
chend untersucht. Bezüglich der Erken-
nensrate gibt es lediglich Befunde, dass
Depressionen mit geringer Symptoman-
zahl und ohne erhebliche Beeinträchti-
gungen [17] weniger wahrscheinlich er-
kannt werden als Depressionen mit grö-
ßerer Symptombelastung und Beein-
trächtigung. Weiter wird vermutet, dass
viele depressive Hausarztpatienten sich
mit unspezifischen somatischen Be-
schwerden vorstellen, die die Aufmerk-
samkeit von einer spezifischen Depressi-
onsdiagnostik ablenken [1, 3, 21].
Darüber hinaus muss darauf hinge-
wiesen werden, dass für Deutschland
aktuelle Zahlen weitgehend fehlen. Als
Referenz gelten immer noch die Zahlen
der bislang vielleicht umfassendsten in-
ternationalen WHO-Studie [23] mit den
zwei deutschen Zentren Mainz und Ber-
lin [12] aus dem Erhebungsjahr 1991. Da
dem Problem unerkannter Depressio-
nen in der primärärztlichen Versorgung
in den letzten Jahren zunehmend Beach-
tung geschenkt wurde, ist von Interesse
zu prüfen, inwieweit sich zwischenzeit-
lich Veränderungen ergeben haben.
In der im Folgenden berichteten
Studie zur Punktprävalenz depressiver
Syndrome wurden an einer bundeswei-
ten Stichprobe von 633 Hausarztpraxen
im Jahre 1999 folgende Fragestellungen
untersucht:
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Summary
This study examines the prevalence of de-
pressive syndromes among unselected pri-
mary care patients as well as doctors' recog-
nition and treatment rates.This nationwide
study included a total of 20,421 patients at-
tending their primary care doctors (n=633)
on the study's target day. Patients received a
self-report questionnaire including the de-
pression screening questionnaire (DSQ) to
provide diagnoses of depressive disorders
according to the criteria of DSM-IV and ICD-
10.These data were compared to the doc-
tor's evaluation form for each patient to as-
sess the physician's diagnostic decision, as-
sessment of clinical severity, and treatment
choices.The findings confirm the high preva-
lence of depressive syndromes in primary
care settings (11.3%) and underline the par-
ticular challenge posed by a high proportion
of patients near the diagnosis threshold. Al-
though recognition rates among more se-
vere major depressive patients (59%) as well
as treatments prescribed appear to be more
favourable than in previous studies, the situ-
ation in less severe cases and the high pro-
portion of doctors' definite depression diag-
noses in patients who do not fulfill the diag-
nostic criteria still raise significant concerns.
Keywords
Depression in primary care practice · 
Diagnosis of subclinical and clinical 
depression · Prevalence · Recognition rate
1. Wie hoch ist die (2-Wochen-)Punkt-
Prävalenz depressiver Symptome
und Störungen – definiert analog
ICD-10 und DSM-IV – unter Haus-
arztpatienten, die ihren Arzt an ei-
nem zufällig gewählten Stichtag auf-
suchten?
2. Welcher Anteil der Fälle, die die DSM-
oder ICD-Kriterien für eine derzeitige
depressive Episode erfüllen, werden
vom behandelnden Arzt auch als De-
pression erkannt, und welche Inter-
ventionen kommen zum Einsatz?
Methoden
Diese Studie basiert auf der Untersuchung
von N=20.421 unselegierten Patienten,die
am Stichtag der Studie (15. April 1999) in
den 633 ausgewählten teilnehmenden
Hausarztpraxen erschienen waren.
Da aufgrund finanzieller und logis-
tischer Komplikationen eine stratifizier-
te bundesweite Zufalls-Stichproben-Zie-
hung aus dem Ärzteregister nicht mach-
bar war (betreuungstechnischer Auf-
wand, Reisekosten, Zeitaufwand), wur-
den die Studienärzte unter Zuhilfenah-
me der zur Verfügung stehenden Arzt-
register der Firma SmithKline Beecham
gezogen. Alle 99 regionalen Repräsen-
tanten der Firma wurde gebeten, etwa 5
„typische“ Hausarztpraxen in ihrer Re-
gion zu rekrutieren und als Studienmo-
nitoren der Studie für bis zu 9 schließ-
lich ausgewählten Hausärzte zu fungie-
ren (eingehende Beschreibung s. [26]).
Sie wurden organisatorisch unterstützt
durch Außendienstmitarbeiter, die je-
doch bei der konkreten Datensammlung
nicht involviert waren. Jegliche Werbung
war im Rahmen der Studie untersagt;
die teilnehmenden Arztpraxen erhielten
für den organisatorischen Mehraufwand
eine geringe Aufwandsentschädigung.
Um die Repräsentativität der Arzt-
auswahl zu überprüfen, wurde die Pra-
xen-Stichprobe noch einmal mit statisti-
schen Angaben der Kassenärztlichen
Bundesvereinigung [9] verglichen.Es er-
gaben sich keine signifikanten Unter-
schiede bezüglich der Verteilung von All-
gemeinärzten, praktischen Ärzten und
Internisten mit hausärztlicher Funktion
sowie der regionalen Verteilung.
Zunächst wurden die teilnehmen-
den Ärzte 5 Wochen vor dem Stichtag ge-
beten, einen Vorstudienfragebogen aus-
zufüllen, in dem Informationen über Ar-
beit und Patientengut,Arzt- und Praxis-
charakteristika (Berufserfahrung, Aus-
bildung und postgraduale Qualifizierun-
gen etc.) sowie die Einstellung gegenüber
psychischer Gesundheit und dem Um-
gang mit Depressionen erfragt wurden.
Daraufhin instruierten die regionalen
Studienbetreuer die Hausärzte über das
Studiendesign, den Studienablauf und
die in der Studie verwendeten Instru-
mente. Außerdem wurde das jeweilige
Hilfs- und Pflegepersonal in die logisti-
schen Aspekte der Studie eingewiesen.
Nach dieser Trainingsperiode wurden
die Patienten,die die Praxen der teilneh-
menden Hausärzte am Stichtag aufsuch-
ten, informiert und ihre Bereitschaft zur
Teilnahme an der Studie eingeholt („in-
formed consent“). Außerdem füllten die
Patienten den zweiseitigen Patientenfra-
gebogen aus. Die Ärzte wurden gebeten,
während oder nach der Konsultation ein
Formular zu Diagnostik und Behand-
lung für jeden Patienten auszufüllen.
Stichprobe der Hausarztpraxen
52,4% der Ärzte waren Allgemeinärzte,
20,1% praktische Ärzte und 27,5% Inter-
nisten mit primärärztlicher Ausrich-
tung; die mittlere Praxiserfahrung be-
trug 14 Jahre. Die Mehrheit der Ärzte
hatte ein tägliches Patientenaufkommen
von mindestens 60 Patienten.
13,6% hatten zusätzliche Qualifika-
tionen im Bereich Psychotherapie vorzu-
weisen,und 59% gaben an, in den letzten
2 Jahren mindestens 3 Weiterbildungs-
kurse zum Thema Depressionen absol-
viert zu haben.Die Selbsteinschätzungen
zur Kompetenz ergaben, dass die Ärzte
ihre Fähigkeit, Depressionen zu erken-
nen und zu diagnostizieren, häufiger als
„gut“ bewerteten (66,6%) als ihre Kom-
petenz medikamentöser (48%) oder psy-
chologischer (29,6%) Behandlung.
Untersuchte Patienten
24.218 Patienten füllten am Stichtag den
Patientenfragebogen aus. Für insgesamt
20.421 Patienten lag ein vollständiger
Datensatz vor, bei dem sowohl Patien-
tenfragebogen als auch der entsprechen-
de Arztfragebogen zur Verfügung stand.
Die Gründe für Unvollständigkeit wa-
ren: Teilnahmeverweigerung durch Pa-
tient (N=701), nur Teile des Fragebogens
ausgefüllt (N=844), Identifikations-/Co-
dierungsfelder nicht (richtig) ausgefüllt
(N=2252). Die folgenden Analysen beru-
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hen auf diesen 20.421 Patienten mit der
vollständigen Information.
Gemäß dem Studienprotokoll soll-
ten alle Patienten erreicht werden, die
den Arzt am Stichtag aufsuchten. Aus-
schlusskriterien waren: Alter unter
15 Jahre, schwere kognitive oder wahr-
nehmungsbedingte Beeinträchtigungen,
sowie – aus ethischen Erwägungen –
akute schwere Schmerzen und Leiden
(z.B.bei Notfallpatienten).Patienten,die
an diesem Tag nicht persönlich beim
Arzt vorsprachen (z. B. nur Laborunter-
suchungen oder Abholen von Rezepten)
wurden ebenfalls nicht in die Studie auf-
genommen.
Eine Darstellung der soziodemogra-
phischen Patientenvariablen findet sich
in Tabelle 1. Die am Stichtag ihren Haus-
arzt aufsuchenden Patienten waren über-
wiegend Frauen (60%) höheren Alters
(49% waren älter als 54). Entsprechend
der Altersstruktur waren 32,4% berentet.
Der Anteil der nichtberufstätigen Haus-
frauen lag bei 12,8%,der der Arbeitslosen
bei 8,2%. Die häufigsten Gründe der Pa-
tienten dafür,an diesem Tag den Arzt auf-
zusuchen, waren somatische Beschwer-
den und Krankheiten (67,4%; Mehrfach-
angaben möglich), gefolgt von Schmer-
zen (46,0%) und Schlafproblemen
(33,9%). Psychologische Beschwerden
oder Probleme mit der psychischen Ge-
sundheit wurden nur von 8,7% der Män-
ner (N=493), jedoch von 13,0% der Frau-
en (N=1089) angegeben (p<0,05).
Patientenfragebogen 
und diagnostische Beurteilung
Im Patientenfragebogen war der De-
pression Screening Questionnaire
(DSQ) [25, 28] enthalten. Der DSQ wur-
de als zentrales diagnostisches Maß be-
nutzt. Er besteht aus 12 Items, die um 3
Fragen zur Erhebung des Alters zum
Zeitpunkt der ersten und der derzeiti-
gen Episode und zur Zahl der Episoden
einer bestehenden Depression (2 Wo-
chen, entsprechend der Kriterien von
DSM-IV und ICD-10) ergänzt werden.
Jedes der Symptom-Items soll auf einer
3-stufigen Skala eingeschätzt werden
(liegt an den meisten Tage vor = 2, an ei-
nigen Tagen = 1, nie = 0). Der DSQ wur-
de auf der Basis von WHO-CIDI entwi-
ckelt, so dass die Items entsprechend der
CIDI-Fragen gestaltet sind und den In-
halt von 9 DSM-IV und 10 ICD-10 De-
pressionskriterien wiedergeben.Ent-
sprechend der Konventionen im DSM-
IV wird die Diagnose eines „schweren
depressiven Syndroms“ bzw. Major-De-
pression vergeben, wenn zumindest 5
der entsprechenden Items mit „liegt an
den meisten Tagen vor“ beantwortet
wurden (Gesamtsumme von 10 oder
mehr). Die Kriterien einer milden de-
pressiven Episode gemäß ICD-10 erfor-
dern mindestens 4 Items (darunter 2 de-
pressive Leitsymptome); der Mindest-
wert im DSQ für Depression nach ICD-
10 muss also mindestens 8 betragen. Die
interne Konsistenz des DSQ beträgt 0,83
(Cronbachs α), die Retestreliabilität
reicht von κ=0,66–1,0. Die Validität der
DSQ-Diagnose (verglichen mit der
CIDI-Diagnose nach DSM-IV und IDC-
10 von depressiven Störungen) beträgt
κ=0,89 (für DSM) und 0,84 (für ICD-10)
[25].
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Tabelle 1
Soziodemographische Merkmale der Patientenstichprobe (N=20.421)
Männer Frauen Gesamta
N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl)
Alter [Jahre]
15–24 598 7,8 (7,0–8,6) 916 7,9 (7,3–8,6) 1591 7,8 (7,31–8,30)
25–44 1995 26,0 (24,8–27,2) 3418 29,6 (28,4–30,8) 5693 27,9 (26,9–28,9)
45–64 3124 40,7 (39,4–42,0) 4101 35,5 (34,4–36,6) 7653 37,5 (36,5–38,4)
65+ 1961 25,5(24,3–26,8) 3114 27,0(25,8–28,2) 5484 26,9(25,8–27,9)
Familienstand (N=18.961)
Ledig 1564 21,7 (20,5–22,9) 1954 18,3 (17,4–19,2) 3695 19,5 (18,7–20,3)
Verheiratet 4961 68,7 (67,3–70,0) 6175 57,7 (56,6–58,9) 11.756 62,0 (61,0–63,0)
Geschieden/getrennt 700 9,7 (8,9–10,5) 2570 24,0 (23,1–25,0) 3500 18,5 (17,8–19,2)
Beruflicher Status (N=19.257) 
Berufstätig 3854 52,9 (51,3–54,3) 4705 43,2 (42,0–44,5) 8985 46,7 (45,6–47,7)
Hausfrau 12 0,2 (0,0–0,3) 2281 21,0 (19,6–22,4) 2463 12,8 (12,0–13,7)
Arbeitslos 679 9,3 (8,5–10,2) 802 7,4 (6,7–8,1) 1571 8,2 (7,5–8,8)
Berentet/pensioniert 2748 37,7 (36,2–39,2) 3096 28,5 (27,1–29,8) 6238 32,4 (31,2–33,6)
Anlass des Arztbesuchesb (N=14.777)
Psychische Probleme 493 8,8 (7,9–9,7) 1089 13,1 (12,2–14,1) 1686 11,4 (10,7–12,2)
Schlafprobleme 1690 30,0 (28,5–31,6) 2999 36,1 (34,9–37,4) 5004 33,9 (32,8–35,0)
Schmerzen 2499 44,4 (42,8–46,0) 3901 47,0 (45,6–48,4) 6797 46,0 (44,8–47,2)
Körperliche Beschwerden 3997 71,0 (69,5–72,5) 5407 65,1 (63,8–66,4) 9953 67,4 (66,3–68,4)
Anderer Anlass 601 10,9 (10,0–11,8) 923 11,1 (10,3–11,9) 1644 11,1 (10,5–11,8)




Der Arztfragebogen bestand aus einer
Seite mit Fragen zur Einschätzung des
Arztes zum allgemeinen klinischen
Schweregrad (severity of illness score,
CGI) [6], der Einschätzung über die
Wahrscheinlichkeit, dass die Person an
einer Depression leidet, sowie einer Rei-
he von Fragen dazu, ob bei dem jeweili-
gen Patienten vergangene Episoden
oder Behandlungen einer Depression
bekannt seien und welche Art der Be-
handlung für diesen Patienten in der
derzeitigen Episode gewählt worden ist.
Ergebnisse
Punktprävalenz depressiver 
Störungen nach DSM-IV und ICD-10
unter Patienten der 
primärärztlichen Versorgung
In Tabelle 2 sind die Prävalenzdaten gemäß
der von den Patienten angegebenen Be-
schwerden nach Geschlecht und mit zuge-
hörigen Vertrauensintervallen aufgeführt.
Entsprechend dem DSQ und dessen
diagnostischen Konventionen erfüllten
4,2% aller primärärztlichen Patienten
am Stichtag die Kriterien für eine Major-
Depression gemäß DSM-IV. Die Wahr-
scheinlichkeit, die Kriterien nach DSM-
IV zu erfüllen, war für Frauen höher als
für Männer (OR=1,63,95% ci=1,39–1,90).
Die (nicht dargestellte) Überprüfung von
möglichen Prädiktoren ergab, dass Pro-
banden über 40 Jahre häufiger betroffen
waren als Personen unter 40 (OR=1,22,
95% ci=1,04–1,44).Ebenso waren die Va-
riablen Arbeitslosigkeit, Berentung und
Hausfrau verglichen mit Berufstätigkeit
Prädiktoren für eine erhöhte Diagnose-
wahrscheinlichkeit.
Auch wenn die klinische Grenze für
die Diagnose bei der IDC-10 nur gering-
fügig niedriger liegt,ergab sich eine sub-
stanziell größere Zahl von Patienten, die
die Depressionskriterien nur nach ICD-
10 erfüllten. Dies legt nahe, dass offen-
sichtlich ein hoher Prozentsatz der Pati-
enten die Kriterien für eine „leichtgradi-
ge“ depressive Episode nach IDC-10 er-
füllten,die lediglich 4 statt der in DSM-V
geforderten 5 Symptome erfordert. Die
Beziehungen zu Alter,Geschlecht,beruf-
licher und ehelicher Status waren aller-
dings für die ICD-10-Fälle beinah iden-
tisch zu den DSM-IV-Fällen.
Erkennungsrate
Tabelle 3 gibt die diagnostischen Ent-
scheidungen der Ärzte wieder und stellt
sie den DSM- bzw. ICD-Diagnosen auf
Grundlage der Patientenangaben gegen-
über. Nehmen wir die hausärztliche Di-
agnose „sicher und voll ausgeprägt“ als
Standard, wurden vom Hausarzt 74,8%
der DSM-Major-Depressionen richtig
identifiziert, jedoch nur 49,7% der ICD-
Fälle. Zusätzlich 17,2% der DSM-Fälle
wurden als unterschwellig ausgeprägt
erachtet (ICD: 31,5%). Somit blieben le-
diglich 8,1% aller DSM-Major-Depres-
sionen unerkannt oder unklar (ICD:
18,9%). Die Sensitivität der ärztlichen
Urteile kann also als ermutigend hoch
bewertet werden.
Auch wenn die Übereinstimmung
der ärztlichen Urteile mit den Patienten-
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Tabelle 2
DSQ-Punktprävalenzen in der hausärztlichen Praxis (nach Geschlecht und Alter für depressive Störungen nach DSM-IV und
ICD-10; N=20.304a)
Alter Männer Frauen Gesamt
[Jahre]
N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl)
Keine depressive 6975 91,3 (90,4–95, 9989 87,0* (86,1–87,6) 18.004 88,7 (88,0–89,4)
Störung (DSQ<8) 15–24 543 91,7 (89,0–93, 785 86,2* (83,8–88,2) 1395 88,4 (86,7–89,9)
25–44 1837 92,3 (90,9–93, 3015 88,5* (87,3–89,6) 5105 90,0 (89,1–90,8)
45–64 2806 90,1 (88,7–91, 3548 86,7* (85,5–88,1) 6711 88,0 (86,9–89,0)
65+ 1789 92,0 (90,6–93, 2641 85,9* (84,3–87,3) 633 88,3 (87,2–89,4)
Irgendeine depressive 667 8,7 (7,9–9,6) 1491 13,0* (12,2–13,9) 2300 11,3 (10,6–12,0)
Störung (ICD oder DSM) 15–24 49 8,3 (6,2–11,0) 126 13,8* (11,8–16,2) 183 11,6 (10,1–13,3)
25–44 153 7,7 (6,5–9,1) 393 11,5* (10,4–12,7) 569 10,0 (9,2–10,9)
45–64 310 10,0 (8,7–89,1) 537 13,2* (11,9–14,5) 915 12,0 (11,0–13,1)
65+ 155 8,0 (6,8–9,4) 435 14,1* (12,7–15,7) 633 11,7 (10,6–12,8)
Davon DSM-IV 234 3,1 (2,6–3,6) 560 4,9* (4,3–5,5) 849 4,2 (3,8–4,7)
15–24 15 2,5 (1,5–4,2) 41 4,5 (3,3–6,1) 58 3,7 (2,8–4,7)
25–44 54 2,7 (2,0–3,6) 148 4,3 (3,6–5,2) 213 3,8 (3,2–4,4)
45–64 111 3,6 (2,9–4,4) 218 5,3* (4,5–6,3) 358 4,7 (4,1–5,4)
65+ 54 2,8 (2,1–3,7) 153 5,0* (4,1–6,1) 220 4,1 (3,4–4,8)
Nur ICD-10 433 5,7 (5,1–6,3) 931 8,1* (7,5–8,7) 1451 7,2 (6,7–7,6)
15–24 34 5,7 (4,1–8,0) 85 9,3 (7,6–11,4) 125 7,9 (6,6–9,4)
25–44 99 5,0 (4,0–6,1) 245 7,2* (6,3–8,2) 356 6,3 (5,6–7,0)
45–64 199 6,4 (5,4–7,5) 319 7,8* (6,9–8,8) 557 7,3 (6,6–8,1)
65+ 101 5,2 (4,2–6,3) 282 9,2* (8,1–10,4) 413 7,6 (6,8–8,5)
a 117 Fälle wurden wegen fehlender DSQ-Werte von der Analyse ausgeschlossen, * signifikanter Geschlechtsunterschied (p<,05)
angaben als Kriterium bezüglich der
Fälle, bei denen aufgrund der Patienten-
angaben definitiv weder eine DSM-
noch eine ICD-Depression vorlag, mit
60,4% ebenfalls hoch ist, so bleibt doch
die Rate „falscher positiver“ Diagnosen
bemerkenswert: 11,7% der Probanden,
die aufgrund der Patientenfragebögen
weder DSM noch ICD-Kriterien erfüll-
ten, erhielten eine „sichere und definiti-
ve“ Depressionsdiagnose, weitere 28%
eine „unterschwellige“ Diagnose. Die
Spezifität der ärztlichen Urteile ist also
deutlich geringer als die Sensitivität.
Interventionen, die laut Arzturteil 
indiziert sind
Im Arztbogen wurde erfragt,welche me-
dikamentösen und nichtmedikamentö-
sen Interventionen der Arzt bei von ihm
als depressiv diagnostizierten Patienten
für indiziert hielt. In Tabelle 4 sind die-
se Angaben für die DSM-Diagnosen, die
nur-ICD-Diagnosen sowie für die
„falschen Positiven“ (weder DSM- noch
ICD-Depression) aufgeführt.
In den meisten Fällen wird in ir-
gendeiner Form medikamentös behan-
delt (DSM: 72,7%, ICD: 60,8%).Am häu-
figsten ist die Verschreibung von Anti-
depressiva: Bei 37,6% der ärztlichen De-
pressionsdiagnosen, die im Sinne der
DSM-Kriterien richtig erkannt wurden
(ICD: 28,1%), verschrieb der Arzt „mo-
derne“ Antidepressiva (SSRI,SNRI,NaS-
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Tabelle 3
Diagnostische Entscheidungen der Hausärzte und Diagnosestatus nach Patientenangaben
Ärztliche Diagnosestatus (DSQ)
Einschätzung
Gesamt DSM-IV Nur ICD-10 DSM und ICD gesamt Weder DSM noch ICD
N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl)
Definitiv keine 9096 47,4 33 4,1 138 10,0 171 7,8 8897 52,6 
Depression (45,9–48,9) (2,7–6,1) (8,3–11,9) (6,5–9,3) (51,0–54,2)
Unklar 1481 7,7 32 4,0 123 8,9 155 7,1 1313 7,8 
(7,0–8,5) (2,8–5,6) (7,4–10,6) (5,9–8,4) (7,0–8,6)
Unterschwellige 5327 27,8 139 17,2 437 31,5 576 26,2 4728 28,0 
Depression (26,7–28,8) (14,4–20,3) (28,8–34,3) (24,1–28,5) (26,8–29,2)
Sicher und 3290 17,1 606 74,8 689 49,7 1295 59,0 1971 11,7 
voll ausgeprägt (16,2–18,2) (71,3–78,0) (46,5–52,8) (56,3–61,5) (10,8–12,6)
Summe 19.194 100 810 100 1387 100 2197 100 16.909 100
Tabelle 4
Hausärztliche Interventionen bei Depressionen nach klassifikatorischen Subgruppen
Intervention bei den Fälle nach DSM-IV Fälle nach ICD-10 Falsche Positivea
Arztdiagnosen (N=8181)b
N [%] (95% Cl) N [%] (95% Cl) N [%] (95% Cl)
Nicht erkannt 65 8,0 (6,0–10,6) 261 18,8 (16,4–21,4) – –
Keine Intervention 32 4,5 (3,1–6,4) 120 11,0 (9,0–13,4) 130 5,9 (5,0–7,0)
Überweisung an Spezialisten 115 16,2 (13,3–19,5) 110 10,1 (8,2–12,4) 220 11,7 (9,9–13,7)
Nur Beratung 82 11,5 (9,3–14,2) 205 18,8 (16,3–21,7) 271 14,4 (13,3–16,7)
Psychotherapie (ohne Medikamente) 59 8,3 (6,4–10,6) 66 6,1 (4,7–7,9) 102 5,4 (4,3–6,7)
Irgendeine Medikation 517 72,7 (69,0–76,2) 661 60,8 (57,2–64,2) 1,316 69,8 (66,8–72,7)
Hypnotika/Sedativa 63 8,9 (6,5–11,9) 72 6,6 (5,0–8,7) 142 7,5 (6,0–9,4)
Pflanzliche Präparate 134 18,9 (15,9–22,3) 246 22,6 (19,9–25,5) 424 22,5 (19,9–25,3)
Neuroleptika 34 4,8 (3,4–6,7) 35 3,2 (2,2–4,6) 88 4,7 (3,5–6,2)
„Klassische“ Antidepressiva (TCA) 197 27,7 (24,3–31,4) 176 16,2 (13,8–18,9) 449 23,8 (21,4–26,4)
„Moderne“ Antidepressiva 267 37,6 (33,1–42,29) 306 28,1 (25,0–31,4) 593 31,5 (28,4–34,7)
(SSRI, SNRI, NaSSA etc.)
Andere 22 3,1 (1,9–4,8) 25 2,3 (1,5–3,5) 55 2,9 (2,0–4,1)
a Vom Arzt als „sicher und voll ausgeprägte Depression“ beurteilt, erfüllten aber weder DSM- noch ICD-Kriterien im DSG; b vom Arzt als zumindest „unterschwellig“
beurteilt; Mehrfachangaben möglich; missings gegenüber Tabelle 3 wegen z. T. fehlender Angaben zur Intervention
Originalien
SA etc.) und bei 27,7% (ICD: 16,2) „klas-
sische“ Antidepressiva (TCA).
Ausschließlicher Einsatz von Bera-
tung/Krisenintervention sowie Psycho-
therapie ohne begleitende Medikation
nahmen nur den 3. Rangplatz ein (DSM:
11,5% bzw. 8,3%; ICD: 18,8% bzw. 6,1%).
Keine Intervention erfolgte bei 4,5%
der DSM- und bei 11% der ICD-Fälle.
Zum Spezialisten (psychiatrische, psy-
chotherapeutische oder stationäre Be-
handlung) wurden 16,2% der DSM- bzw.
10,1% der ICD-Fälle überwiesen.
Bemerkenswert ist der Befund einer
hohen Anzahl von Interventionen bei
Patienten, die weder DSM- noch ICD-
Kriterien für eine Depression erfüllen,
aber vom Arzt als definitiv depressiv
diagnostiziert wurden („falsche positi-
ve“ Depressionsfälle). Aus der 3. Spalte
der Tabelle 4 ist ersichtlich, dass sich die
Interventionen bei diesen Fällen nur un-
wesentlich von der Behandlung „echter“
Depressionen unterscheiden. Die un-
vollständigen „Verbatim“-Beschreibun-
gen der Ärzte zu ihren Fällen lassen er-
kennen, dass vermehrt psychosomati-
sche und Angststörungen hier klassifi-
ziert wurden.
Diskussion
Es müssen bei der Interpretation der Er-
gebnisse verschiedene Begrenzungen
der Studie berücksichtigt werden.
1. Als Maßstab für eine Diagnose nach
den DSM- bzw. ICD-Kriterien wurde
aus Effizienzüberlegungen der proto-
typische Patientenfragebogen DSQ
verwendet. Dies ist offensichtlich als
Datenbasis weniger differenziert als
bewährte klinische Interviews und bil-
det in erster Linie reliabel das Vorlie-
gen eines depressiven Syndroms ab,
ohne die erforderlichen Ausschluss-
kriterien zu beachten.Allerdings ist
die Sensitivität des DSQ als ausgespro-
chen hoch zu bewerten (>95%). Dies
führt aufgrund der psychometrische
Voruntersuchungen [25] zu einer
Überschätzung von 6–8% der wahren
Depressionsrate, da Depressionen im
Rahmen bipolarer Erkrankungen so-
wie organisch bedingte Depression
eingeschlossen sind.
2. Das Design der Studie machte es er-
forderlich, dass die beteiligten Ärzte
mit den Studienzielen vertraut wa-
ren und somit ihre Aufmerksamkeit
mehr als im normalen Praxisalltag
auf depressive Symptome gelenkt
haben könnten. Zudem ist durch die
wiederholte Anwendung der Beurtei-
lungskriterien von einem Lerneffekt
auszugehen.
3. Auch konnte aufgrund des Designs
nicht sichergestellt werden, dass die
von den Ärzten indizierten Interven-
tionen auch tatsächlich so durchge-
führt wurden.
Diese Einschränkungen müssen gegen
die Möglichkeiten abgewogen werden,
die sich ergeben, wenn eine große An-
zahl an Primärärzten und ihrer Patien-
ten bundesweit systematisch untersucht
werden kann.
Prävalenz
Die Validität der gefundenen Prävalenz-
rate von 11,3% wird indirekt durch 3 Be-
funde gestützt:
1. Die Ergebnisse bewegen sich im Be-
reich derer, die in anderen Studien
zu Depressionen in der Allgemein-
arztpraxis gefunden wurden [5, 12,
23], auch wenn dort z. T. andere Er-
hebungsmethoden bzw. klinische In-
terviews (allerdings mit identischen
Kriterien) eingesetzt worden waren.
Damit erscheint der Befund, dass
etwa jeder 10. Patient betroffen ist,
robust zu sein und unterstreicht,
dass depressive Syndrome im pri-
märärztlichen Setting eine überaus
häufige Erkrankung darstellen.
2. Die Konsistenz der Ergebnisse ist
auch über die teilnehmenden Ärzte
hinweg, unabhängig von Art, Größe
und regionaler Verteilung der Arzt-
praxen ausgesprochen hoch (range:
10,6–12,0%).
3. 95% der DSM und 87% der ICD-Fälle
wurden von den Ärzten auf einem
globalen Maß zur klinischen Auffäl-
ligkeit (CGI) als zumindest grenz-
wertig erachtet (selbst wenn nicht in
allen Fällen auch die Diagnose verge-
ben wurde).
Die Differenz zwischen DSM- und ICD-
Prävalenz (4,2% gegenüber 11,1%) ist auf-
fällig und wurde so in früheren Studien
noch nicht beschrieben.Dass die theore-
tisch eigentlich geringe Unterschiedlich-
keit in der Konzeption der Grenze zur
klinische Diagnose (ICD: 2 von 3 Leit-
symptomen plus 2 zusätzliche Depressi-
onssymptome vs. DSM: insgesamt 5
Symptome) zu einer so deutlichen Präva-
lenzdifferenz führt,weist darauf hin,dass
sich viele der Fälle, die sich in der Allge-
meinarztpraxis vorstellen, in ihrem Bild
zwischen diesen beiden Grenzen bewe-
gen.Die große Häufigkeit der schwellen-
nahen Depressionen scheint für die pri-
märärztliche Praxis charakteristisch zu
sein und stellt für die Ärzte eine beson-
dere Herausforderung dar.
Erkennensraten
Die Erkennensraten unserer Studie von
nahezu 75% zumindest auf der Faller-
kennungsebene liegen bedeutsam höher
als in früheren Studien, in denen sie bei
gleichen Konventionen lediglich um
50% schwankten [10]. Die Sensitivität
der ärztlichen Diagnose Depression darf
als ermutigend betrachtet werden, liegt
allerdings offensichtlich hoch zu Lasten
häufiger falsch positiver Befunde. Sie
scheint anzudeuten, dass die verstärkte
Aufmerksamkeit, die dem Problem de-
pressiver Syndrome in der Hausarztpra-
xis in den letzten 10 Jahren gewidmet
wurde, zu der verbesserten Entdeckung
beigetragen haben. Problematisch muss
jedoch die noch hohe Rate falsch-positi-
ver Depressionsdiagnosen gesehen wer-
den, die wir kürzlich ausführlich erör-
tert haben [8].
Interessant ist weiterhin die Frage,
was die Güte der ärztlichen Diagnostik
beeinflusst. Die Rolle von Patienten-,
Krankheits- und Arztvariablen wurde
bereits andernorts beschrieben [26, 27].
Danach werden jüngere Patienten mit
einer Depression, Männer sowie Patien-
ten mit einem niedrigen Depressions-
wert vom Arzt signifikant schlechter er-
kannt als ältere Patienten, Frauen und
schwere Depressionen. Den stärksten
Einfluss auf die Erkennensrate hat je-
doch der initiale, spontan vom Patient
dem Arzt gegenüber geschilderte Kon-
sultationsanlass in Kombination mit De-
pressionsschwere und bekannten frühe-
ren Behandlungen.Wann immer ein Pa-
tient psychische oder seelische Proble-
me schildert, steigt die Wahrscheinlich-
keit des Erkennens einer Depression
deutlich an. Ein früher postulierter Prä-
diktor für die Erkennensleistung, die
Zahl der Arbeitsunfähigkeitstage in den
letzten 4 Wochen [5], konnte in der vor-
liegenden Studie nicht bestätigt werden.
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Arzt- und Praxisvariablen erwiesen
sich überraschenderweise kaum als mit
der Erkennensleistung assoziiert. Es be-
stand lediglich eine von der Größe her
nicht beeindruckende Tendenz dahinge-
hend, dass in erster Linie diejenigen, die
sich aktuell und kontinuierlich mit der
Problematik psychischer Störungen aus-
einandersetzen, bessere Erkennensqua-
litäten aufweisen, nicht jedoch Ärzte, die
bereits vor Jahren eine einschlägige Wei-
ter- oder Zusatzqualifikation erworben
haben. Ärzte, die angeben, häufig selbst
behandeln zu müssen, weil keine ent-
sprechenden Spezialisten in der Nähe
vorhanden sind, Ärzte, die Depressions-
patienten „ungern“ behandeln,und Ärz-
te, die empfinden, dass depressive Pati-
enten einen zu hohen Zeitaufwand er-
fordern,erkennen Depressionspatienten
signifikant schlechter als ihre Kollegen,
die keine entsprechenden Einstellungen
angeben.
Eine eingehendere Untersuchung
ergab, dass weder Merkmale der Vertei-
lung bei den Depressionswerten noch
Korrelate zu Erkennensraten und Be-
handlungsarten nahe legen, ob die ICD-
oder die DSM-Definition angemessener
ist; Erkennensraten und Behandlungen
nahmen (bereits unterhalb der ICD-
Grenze) einfach stetig mit steigender
Symptomzahl zu [27].Auch die hohe
Zahl der Patienten, die vom Arzt die
Diagnose erhalten, obwohl sie sich laut
DSQ-Wert selbst noch unter dem ICD-
Grenzwert befinden, kann als Bestäti-
gung früherer Studien betrachtet wer-
den, in denen ein beträchtlicher Anteil
an subklinischen Depressionen berich-
tet wurde. Derartige Bilder wurden und
werden mit einer Vielzahl von Begriffen
und Definitionen belegt, z. B. kurze wie-
derkehrende Depression, minore De-
pression, subsyndromale Depression
oder Störung mit Angst-Depression ge-
mischt [14]. Da in der vorliegenden Stu-
die keine dieser Definitionen benutzt
wurde, ist es nicht möglich zu entschei-
den, welche der folgenden Aspekte für
die „falschen Positiven“ verantwortlich
ist:
1. Die Ärzte könnten in der nicht alltäg-
lichen Situation am Studientag syste-
matisch auch bei geringer Symptom-
zahl oder bei anderen psychischen
Störungen eine Depression diagnos-
tiziert haben (vielleicht, weil sie dies
für erwünscht hielten);
2. die Ärzte könnten Entscheidungsre-
geln benutzen, die in unseren noso-
logisch orientierten Diagnosesyste-
men nicht vertreten sind;
3. die Ärzte könnten aufgrund des fluk-
tuierenden Verlaufs von Depressio-
nen und ihrer eingehenderen Kennt-
nis der Patienten und deren Krank-
heitsgeschichte schneller diagnosti-
ziert haben, z. B. wenn sie den Ein-
druck haben, dass sich erste Zeichen
einer neuen Phase bei einem Patien-
ten ankündigen, der in der Vergan-
genheit bereits depressive Episoden
aufwies;
4. die Ärzte könnten grundsätzlich
nicht dazu in der Lage sein, korrek-
te Depressionsdiagnosen abzulei-
ten.
Oftmals benutzen Ärzte den Begriff
„Depression“ zur Bezeichnung von
nicht näher spezifizierten Beschwer-
de-, Belastungs- und Klagesyndro-
men. Hierfür sprechen die „verba-
tim“ geäußerten Patientenbeschrei-
bungen im Arztbogen. Die Klärung
dieses Punktes hat eine kritische Be-
deutung für zukünftige Studien, die
derzeitig geplant werden. Eine einge-
hendere Analyse zum Phänomen der
„falschen Positiven“ findet sich unter
[8].
Behandlung
Unter der Annahme, dass „klassische“
und „moderne“ Antidepressiva, Bera-
tung/Krisenintervention, psychologi-
sche Behandlung und Überweisung
zum Spezialisten (Psychiater, Nerven-
arzt, Psychotherapeut, psychiatrische
Klinik) adäquate Behandlungsstrategi-
en für den Hausarzt bei erkannter De-
pression darstellen, ist das Bild von Er-
kennung und Behandlung der Ärzte in
unserer Studie bedeutend vorteilhafter
als in beinahe allen früheren Studien.
Hierbei muss berücksichtigt werden,
dass in dieser Stichprobe „Hochver-
schreiber“-Praxen möglicherweise et-
was überrepräsentiert sein könnten.
Seltener waren neben dem vergleichs-
weise niedrigen Anteil von Depressio-
nen ohne jegliche Intervention (DSM:
4,5%; ICD: 11%) pflanzliche Verschrei-
bungen (18,9% bzw. 22,6%), Verschrei-
bung von Sedativa/Hypnotika (8,9%
bzw. 6,6%) und Neuroleptika (4,8% vs.
3,2%) sowie Beratung ohne weitere
Maßnahmen (11,5% vs. 18,8%). Aller-
dings konnte die adäquate Umsetzung
der angegebenen Interventionen durch
die Ärzte sowie die Effektivität der
Maßnahmen in dieser (querschnittli-
chen) Studie nicht untersucht werden –
auch eine evidenzbasierte Intervention
kann bei zu langer oder zu kurzer Dau-
er, frühzeitigem Therapieabbruch oder
unangepasster Dosis wirkungslos blei-
ben [19].
Der mit 11,3% hohe Anteil von Pati-
enten, die die ärztliche Diagnose erhiel-
ten, ohne die Forschungskriterien zu er-
füllen, wurde fast identisch behandelt.
Auch wenn die größere Indikationsbrei-
te von Antidepressiva berücksichtigt
wird (z.B.bei somatoformen und Angst-
störungen), ist die hohe Verschreibungs-
quote bei Fällen ohne bzw. mit wenigen
Symptomen bzw. unterschwelliger De-
pressionssymptomatik auffällig.
In diesem Zusammenhang lassen
sich eine Reihe kritischer Fragen auf-
werfen: Sind die kurz- und langfristi-
gen Effekte antidepressiver medika-
mentöser Behandlung bei solchen un-
terschwellig depressiven Fällen ähnlich
günstig denen bei schwereren Depres-
sionen, für die die Medikamente eigent-
lich entwickelt wurden? Sind die unter-
schwellig depressiven Fälle vielleicht
anfälliger für Nebenwirkungen und
brechen Behandlungen vorzeitig ab?
Wenn sich dadurch das Effektivitäts-
profil des Medikaments verschlechtert,
wie wirkt sich das langfristig auf die
Bereitschaft des Arztes aus, (auch
schwerere) Depressionen mit dem Me-
dikament zu behandeln? Es handelt
sich also um ein relevantes Problem, für
das die Übertragung von Befunden aus
dem psychiatrischen und klinischen
Bereich problematisch erscheint und
für das trotz seiner Bedeutung nach wie
vor zu wenige wissenschaftliche Daten
vorliegen. (Zentrale bzw. weiterführen-
de Literatur s. [8, 19, 23, 25, 26].)
Die Durchführung dieser Studie wurde mit
einem „unrestricted educational grant“ der
Firma SmithKline Beecham (Deutschland)
unterstützt.
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Cannabis hilft beim Tourette-Syndrom
Die Substanz 9-Tetrahydrocannabinol aus
Cannabis-Pflanzen (THC, stärkster psychotrop
wirkender Cannabis-Inhaltsstoff ) bessert die
Symptome des Tourette-Syndroms. Durch THC
werden die Hauptmerkmale der Erkrankung,
motorische und vokale Tics, signifikant verringert.
Eine Pilotstudie an der Medizinischen Hochschule
Hannover mit 12 erwachsenen Tourette-
Patienten (Leitung: Dr. Müller-Vahl) ergab, dass
eine THC-Einmalbehandlung die Tics mehrere
Stunden und ohne bedeutendende
Nebenwirkungen reduzierte. Eine noch
unveröffentlichte Folgestudie mit sechswöchiger
Therapiedauer und größerer Patientenzahl
bestätigt den Befund. Nicht bekannt ist bisher
jedoch, auf welche Art und Weise das zentrale
Cannabinoid-Rezeptor-System des Gehirns an der
Entstehung der Krankheit beteiligt ist.




6. International comparisons: Mental disorders in the EU 
 
Continuing interest in mental disorders has prompted the conduct of numerous nationwide mental 
health surveys, which have shown fairly convergently and with increasing sophistication that mental 
disorders affect at least one third of the population over their lifetime. Examples include the Munich 
Follow-up study in former West Germany (Wittchen et al., 1992), subsequent reanalyses of the Cross 
National Collaborative Group (e.g. Weissman et al., 1996), the National Comorbidity Surveys in the 
US (NCS; Kessler et al., 1994, and NCS-R, Kessler et al., 2003), the Australian National Mental 
Health Survey (ANMHS; Andrews et al., 2001), the National Psychiatric Morbidity surveys of Great 
Britain (NPMS; Jenkins et al., 1997), the Netherlands Mental Health Survey and Incidence Study 
(NEMESIS; Bijl et al., 1998), the Sesto Fiorentino Study in Italy (Faravelli et al., 2004) and 
several other countries around the world that have been involved in the cross national comparative 




The following section describes a large European project reviewing the current knowledge on 
epidemiological findings on mental disorders in the EU and is based on the follwing article: 
 
A4. Wittchen, H.-U. & Jacobi, F. (2005). Size and Burden of Mental Disorders in Europe – A critical 




6.1 Mental disorders in the EU: Background and research questions 
 
Despite the considerable number of regional or national epidemiological studies on single diagnoses 
or groups of disorders in some European states (see e.g. Weissman et al., 1992, 1994, 1996, 1997, 
1999), there have so far been no systematic attempts to describe comprehensively the size and 
burden of mental disorders for the European Union member states. As a consequence, it is unknown 
what proportion of the total EU population is affected by what type of mental disorder and whether the 
estimates differ by region, country and culture. Due to the lack of previous systematic inquiries in this 
domain, it is also unknown in which countries and for what types of disorders epidemiological studies 
have ever been conducted and to what degree these studies have come to similar results and 
conclusions.  
 
The lack of such EU-wide information is also a core obstacle to the adequate estimation of (a) the total 
burden associated with these disorders (Olesen & Leonardi, 2003), (b) the degree of met and unmet 
needs for treatment and intervention, (c) the patterns and costs of treatment and (d) the health-
economic implications and total direct and indirect costs for EU nations.  
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Acknowledging the pressing need for such data, the European College of Neuropsychopharmacology 
(ECNP) and the European Brain Council (EBC) as the joint representation of professional and health 
care institutions for mental and neurological disorders have recently commissioned a Task Force to 
conduct a systematic analysis of all available epidemiological studies in the EU (http://www.ebc-
eurobrain.net). The analysis should cover a wide range of mental and neurological disorders 
(disorders of the brain) in order to describe and if possible estimate comprehensively, the ‘‘size and 
scope’’ of these disorders in the EU; areas needing increased future research attention should be 
highlighted.  
 
In an unprecedented concerted scientific and organizational effort, these interdisciplinary Task Force 
involving researchers, clinicians, patient organizations, epidemiologists, economists, psychiatrists, 
psychologists, neurologists and neurosurgeons from over 21 European countries worked together to 
reach a consensus on what we know about the size, burden and cost of “disorders of the brain” in 
each European country and in Europe as a whole. For a total of 20 mental and neurological disorders 
systematic reviews of epidemiological studies in EU countries were conducted. Additionally, searches 
and inquiries were conducted to identify smaller and regional studies as well as those not covered by 
the major literature search systems. Further reanalyses of existing data sets were performed, and 
ultimately the results from each of these iterative steps were circulated among all contributors and 
country-specific experts. 
 
Furthermore, data on the burden as well as the direct and indirect costs associated with mental 
disorders should be critically reviewed or collected to serve as input for EU-wide cost analyses and 





Epidemiological data on a wide range of mental disorders from community studies conducted in 
European countries are presented to determine the availability and consistency of prevalence, 
disability and treatment findings for the EU. Using a stepwise multimethod approach, 27 eligible 
studies with quite variable designs and methods including over 150,000 subjects from 16 European 
countries were identified.  
 
Inclusion criteria for the epidemiological studies reported below had been:  
 
• conducted in a EU country, 
• on a population based, nationally representative basis, 
• after 1990 (and using diagnostic criteria of ICD-10 or DSM-III-R upwards), 
• assessment with an established clinical interview (i.e., not only with screening questionnaires), 
• including a range of specific mental disorders (i.e. not only “depression” or “any mental disorder”), 
• sampling of usual working age population (age range 18-65). 
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Major reasons for exclusion of a study (in a first key word literature screening 4000 publications had 
been found) were being not representative for a whole population (e.g. studies in primary care or other 
treatment settings) or lack of a comprehensive assessment according to DSM-IV/ICD-10. The 
aggregated results of this review will be taken as estimate for the EU countries. 
 
Table 1 from Wittchen & Jacobi (2005) lists 24 country-specific (combined N >70,000 subjects) and 
three cross-national (combined N>100,000 subjects) community studies meeting the inclusion criteria, 





Availability of data 
 
Overall, Table 1 (from Wittchen & Jacobi, 2005) indicates that some countries have been more active 
than others, e.g. Germany (6 studies), The Netherlands (4 studies) and the UK (5 studies). No 
population-based data at all were available from 12 out of the 28 countries (Cyprus, Estonia, Greece, 
Ireland, Latvia, Lithuania, Luxembourg, Malta, Poland, Portugal, Slovakia, Slovenia), representing 
54.8 million inhabitants (17.5%) in the age range under study in the EU and Iceland, Norway and 
Switzerland (EUROSTAT, 2004). Thus, we use data based information from 21 studies covering 16 
out of the included 28 European countries (representing roughly 80% of the population). 
 
There is considerable variation with regard to the spectrum of diagnoses covered in each study. Seven 
studies only examined one or two groups of mental disorders, frequently limiting themselves to 
depressive disorders or syndromes. Findings with such a restricted diagnostic range need to be 
treated with caution, because their ability to consider diagnostic exclusions in necessary detail is 
limited. This is a particularly critical issue in studies that claim to assess major depression in the 
absence of any module to exclude hypomania and mania. The majority of the studies cover at least 
several disorders. The most frequently studied diagnostic classes are depressive disorders, alcohol 
dependence and various forms of anxiety disorders. However, the fact that studies vary with regard to 
the detail they cover (e.g., various forms of anxiety disorders), makes it difficult to analyse aggregated 
prevalences of anxiety disorders in general. Less frequently studied are eating, somatoform, bipolar, 





On the basis of meta-analytic techniques as well as on reanalyses of selected data sets, it is estimated 
that about 27% (equals 82.7 million; 95% CI: 78.5–87.1) of the adult EU population, 18–65 of age, is 
or has been affected by at least one mental disorder in the past 12 months. Taking into account the 
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considerable degree of comorbidity (about one third had more than one disorder), the most frequent 
disorders are anxiety disorders, depressive, somatoform and substance dependence disorders. When 
taking into account design, sampling and other methodological differences between studies, little 
evidence seems to exist for considerable cultural or country variation. Figure 1 and Table 2 (from 
Wittchen & Jacobi, 2005) detail the variation of prevalence findings graphically and tabulated (range, 
Median, interquartile range) by diagnostic category.  
 
On the basis of these 12-month estimates, Table 4 (from Wittchen & Jacobi, 2005) shows the 
estimated number of subjects summed up over all 28 countries (in millions, age 18–65, with lower and 
upper confidence intervals, depending on the handling of missing data) who met the diagnostic criteria 
for one or more mental disorder listed during the past 12 months. The aggregate figure for ‘‘any mental 
disorder’’ was estimated from GHS-MHS data because this was the only study covering all included 
diagnoses. 27.4% (82.7 million) fulfilled the criteria for at least one diagnosis. The prevalence of 
comorbidity was calculated according to the proportions of comorbid cases in the GHS-MHS: 68% of 
all cases had only one of the diagnoses under study (56.5 million), 18% had two (15.0 million) and 
14% had three or more diagnoses (11.2 million). 
 
Due to the above mentioned heterogeneity of data availability and results we conducted a “credibility 
check” among a range of European experts, asking them whether the findings collected by us may be 
too high or too low according to their personal estimation for their countries. The clear majority of 
experts believe that the ‘‘true’’ prevalence of the disorder is in the range of the 95% confidence interval 
indicated in Table 3 (from Wittchen & Jacobi, 2005). This applies to the rates reported for illicit 
substance use disorders, alcohol dependence, bipolar disorder, panic disorder, GAD, social phobia, 
specific phobias, OCD and eating disorders. More discrepancy resulted for the 2.6% (2.1–3.1) 
estimate of psychotic experiences and for the 12-month estimate of major depression of 8.3% (7.4–
9.2). A closer inspection revealed that the experts mainly rated the prevalence of schizophrenic 
psychosis, whereas the reference rate was related to psychotic syndromes of any type. In fact, if the 
stricter criteria for schizophrenic psychoses is applied to the 2.6% estimate of study [10], the rate 
drops to 0.9% (95% CI: 0.7–1.1), matching perfectly the experts’ opinion. 
 
By the way – the German GHS-MHS data reported above (4.) clearly resembles the most finding from 
other European studies, i.e. most prevalence estimates lie around the median of all studies. 
 
 
Disability and treatment  
 
The considerable heterogeneity in which impairments and disabilities were assessed and evaluated in 
the studies reviewed, as well as the very different conventions used to report findings, does not allow 
for joint analyses across studies. Despite this variability, the majority of studies relatively uniformly and 
independent of methods used provides at least some evidence that all mental disorders are 
associated with substantial levels of either disability or reduction in quality of life and that these 
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measures increase by number of comorbid conditions. There are also strong indications that 
depressive disorders (major depression and dysthymia) and panic disorder rank among the disorders 
with strongest impact. However, such relative comparisons across studies need to be treated with 
caution because of the differences in diagnostic coverage as well as because of the inconsistency in 
which studies controlled for comorbidity. The only available cross-national and directly comparative 
data in this respect come from the ESEMeD study revealing that health-related quality of life (mental 
health score of the SF-12, Ware et al., 1996) was reduced by approximately one standard deviation 
units in most mental disorders. The issue of disability and burden will be addressed more closely in 
Chapter C. 
 
Despite very divergent and fairly crude assessment strategies, the available data consistently 
demonstrate generally low utilization and treatment rates. Only 26% of all cases had any consultation 
with professional health care services (Table 5 from Wittchen & Jacobi, 2005), a finding suggesting a 
considerable degree of unmet need. The paper highlights considerable future research needs for 
coordinated EU studies across all disorders and age groups. As prevalence estimates could not simply 
be equated with defined treatment needs, such studies should determine the degree of met and unmet 
needs for services by taking into account severity, disability and comorbidity. These needs are most 




6.4. Conclusions  
 
The survey identified overall a remarkable total of 27 recent epidemiological studies in the community 
that included over 155,000 subjects from 16 European countries. Across all these studies it is 
estimated that 27% of the adult (18–65 years of age) EU population (including Iceland, Norway and 
Switzerland) suffer from at least one mental disorder. This 12-month prevalence estimate equals an 
estimated total of 82.7 million subjects affected. Lifetime incidence data, available from some of these 
studies suggest also that almost every second person in the EU is or has been affected by mental 
disorders at some point in lifetime. 
 
Despite considerable variability in methods and designs, there is further agreement across all studies 
for higher rates in women as opposed to men (33% vs. 22%), and almost equally high prevalences 
across all age groups as well as a considerable degree of comorbidity. There is also agreement 
across studies about the disabling nature of mental disorders. Many mental disorders, in particular 
anxiety, substance and somatoform disorders, start as early as in childhood, having typically adverse 
effects on the further neurocognitive development, such as with regard to school and academic 
achievement, social functioning and social integration, that might persist throughout the lifespan. Fairly 
independent of country and type of study, the review also reveals that in general mental disorders are 




Beyond these core findings (for disorder specific details see Berr et al., 2005; Fehm et al., 2005; 
Goodwin et al., 2005; Lieb et al., 2005; Paykel et al., 2005; Pini et al., 2005; Rehm et al., 2005a,b; 
Rössler et al., 2005; Von Campenhausen et al., 2005) and our attempt to estimate the size and 
burden with greater precision and validation than was done in the past, our findings also highlighted 
several evident future research needs: 
 
• There is a strong need for greater coordination and even standardisation of methods to improve 
the quality and comparability of epidemiological data in the EU. In general, Europe is 
characterized by an immense diversity of mostly national studies (single country or region) with a 
considerable degree of clinical and methodological sophistication. This ‘‘richness’’, however, has 
the considerable disadvantage of restricting the possibility of direct comparisons between 
countries and estimating prevalence across all EU countries (Fryers et al., 2004). 
 
• There is a need of incidence studies especially in children and adolescent that would provide 
better guidance for the onset and natural course as well as the design of preventive trials and 
early interventions. This seems to be of particular relevance for secondary comorbidity, which 
might be prevented if earlier and rapid treatment of the primary disorder were applied. 
 
• There is also a strong need for studies in older persons that inform about the most prevalent 
mental disorders in old age, the patterns of comorbidity with neurological and other somatic 
conditions as well as specific needs of interventions in this age group. 
 
• As a diagnosis of mental disorder cannot be equated with specific treatment needs, there is a 
need for studies that allow the derivation of appropriate criteria. In light of the high prevalence of 
mental disorders in the community, it seems not feasible to deliver care to everybody. Thus 
clinically sensitive and economically feasible decision algorithms are needed to determine which 
type of interventions should be assigned to what type of patient. These algorithms might go 
beyond the established diagnostic classes acknowledging additionally patterns of comorbidity, 
behavioural, medical and developmental risks instead of oversimplified measures of current 
‘‘severity’’ or ‘‘impairment’’. 
 
There is a continued need of descriptive studies informing us in greater detail to what degree mental 
disorders are appropriately recognized and treated in the various European health care systems. Such 
studies should allow comparisons across Europe, but should additionally be optimally designed 
according to the respective national health care system to provide the type of data most useful for the 
particular country.  
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Despite a considerable number of regional or national
epidemiological studies on single diagnoses or groups of
disorders in some European states (see e.g. Weissman et al.,
1992, 1994, 1996, 1997, 1999), there have so far been no
systematic attempts to describe comprehensively the size and
burden of mental disorders for the European Union member
states. As a consequence, it is unknown what proportion of
the total EU population is affected by what type of mental
disorder, how many children and adolescents and how many
adults or elderly citizens suffer from mental disorders and
whether these estimates differ by region, country and culture.
Due to the lack of previous systematic inquiries in this
domain, it is also unknown in which countries and for whatlogy 15 (2005) 357 – 376ved.
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conducted and to what degree these studies have come to
similar results and conclusions. The lack of such EU-wide
information is also a core obstacle to the adequate estimation
of (a) the total burden associated with these disorders (Olesen
and Leonardi, 2003), (b) the degree of met and unmet needs
for treatment and intervention, (c) the patterns and costs of
treatment and (d) the health-economic implications and total
direct and indirect costs for EU nations. Acknowledging the
pressing need for such data, the European College of
Neuropsychopharmacology (ECNP) and the European Brain
Council (EBC) as the joint representation of professional and
health care institutions for mental and neurological disorders
have recently commissioned a Task Force to conduct a
systematic analysis of all available epidemiological studies in
the EU (http://www.ebc-eurobrain.net). The analysis should
cover a wide range of mental and neurological disorders
(disorders of the brain) in order to describe, and if possible
estimate comprehensively, the ‘‘size and scope’’ of these
disorders in the EU; areas needing increased future research
attention should be highlighted. Furthermore, data on the
burden as well as the direct and indirect costs associated with
mental disorders should be critically reviewed or collected to
serve as input for EU-wide cost analyses and projections.
For various reasons the estimation of the prevalence of
mental disorders in the EU (i.e. how widespread is a specific
disorder or a group of disorders?) is difficult: (1) EU-wide
studies or systematic data collections on the prevalence of
mental disorders are not available, except for a few cross-
national comparisons for a restricted range of disorders. (2)
The term ‘‘mental disorders’’ includes hundreds of different
clinical conditions (DSM-IV, American Psychiatric Associ-
ation, 1994; ICD-10, World Health Organization, 1993), of
which only some have ever been systematically explored in
epidemiological studies in the EU or elsewhere. Thus, any
epidemiological study estimating the total size and burden of
mental disorders is necessarily more or less incomplete. (3) It
is also problematic simply to add up prevalence estimates for
single disorders within or across studies, because most mental
disorders are associated with one another (comorbidity;
Wittchen, 1996a,b). Thus adding up prevalences leads to
double counting and inflated overall rates. (4) The diagnostic
and methodological standards of community studies on
mental disorders vary widely making direct comparisons
difficult. (5) The wider EU consists of 25 states from different
language areas, each of which with different sociodemo-
graphic and socioeconomic characteristics (OECD, 2005),
different cultural, legal, social and health care system-related
traditions (i.e. mental health care provider and reimburse-
ment; Coulter and Magee, 2003), and different psychopath-
ological traditions (i.e. diagnostic habits and definitions;
Wittchen, 2001). All of these factors have been shown to
complicate both the conduct of studies as well as interpreta-
tions of findings. (6) Unlike the long US tradition of fairly
regular, large-scale community and general population
studies with uniform methods and designs (i.e. ECA, Robinsand Regier, 1991; NCS, Kessler et al., 1994; NCS-R, Kessler
et al., 2004), there is no such tradition yet in the EU. Only a
few EU countries (such as the UK, The Netherlands and
Germany) have actually put the implementation of such
national epidemiological studies high on their agenda so far.
Nevertheless, there is a considerable mass of epidemio-
logical research in the EU. In fact, in addition to a substantial
number of regional and country-specific epidemiological
studies of various kinds (cross-sectional and longitudinal,
community and administrative), numerous other sources of
epidemiological collections are available, reflecting the
extremely rich European tradition in this field (Wittchen,
2004). The core disadvantage of these data, however, is that
they lack the necessary degree of standardisation concerning
methods, design, constructs and instruments; thus making
direct comparisons or meta-analytic approaches difficult.
Some of these individual studies have already been critically
reviewed elsewhere, for example in the context of interna-
tional diagnosis-specific reviews (Andrade et al., 2000, 2003;
Bijl et al., 2003; Coulter andMagee, 2003; Fryers et al., 2004;
Kessler, 2004; Sartorius et al., 1993; Vega et al., 2002;
Weissman et al., 1992, 1994, 1996, 1997, 1999; Wittchen et
al., 2003; Wittchen, 2004). However, none of these publica-
tions has ever addressed specifically the core questions about
the availability and the consistency of prevalence findings in
the European Union member states.
Beyond prevalence, the lack of systematic data and
knowledge is even more pronounced with regard to data
on impairments and disabilities associated with mental
disorders in the EU. Such data have not only much-
disputed major public health and policy implications
(Narrow et al., 2002; Kessler et al., 2003), but are also
essential for estimating the cost burden. Beyond the
estimations from the World Health Organization’s Burden
of Disease study (Murray and Lopez, 1996; for the EU:
Olesen and Leonardi, 2003), only few large-scale epide-
miological community studies are available that provide
reliable information for at least some countries and/or at
least some diagnoses on work loss days (WLD), ‘‘quality
of life’’ (Bijl and Ravelli, 2000a; ESEMeD/MHEDEA
2000 Investigators, 2002, 2004b; Jacobi et al., 2004b;
Kessler and Frank, 1997). Another critical area is the
question to what degree mental disorders are recognized,
treated and managed in the general health care sector and
the mental health care specialty sector. Beyond general
administrative statistics, to our knowledge no EU-wide
studies are available providing some information about the
number of health care contacts by sector (general health
care, specialist mental health care, in- and outpatient) as
well as about types of intervention (drug, psychological
treatment) (Wittchen, 2004).
Against this background, the primary aims of this paper
are to review systematically all available epidemiological
data on a wide range of mental disorders from community
studies conducted in European countries and to determine
the availability and the consistency of prevalence, disability
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estimate the total prevalence of mental disorders across all
EU states and to identify areas with particularly pronounced
unmet research needs.2. Methods
A stepwise multimethod study approach was adopted
consisting of (a) iterative literature searches for epidemio-
logical publications and subsequent data analyses of
published material, (b) reanalyses of existing accessible
epidemiological data sets and (c) structured expert inquiries
and a questionnaire survey with experts in all EU countries.
We considered only those studies conducted in community
samples and reporting prevalence estimates for established
diagnoses of mental disorders (according to criteria of
DSM-III, DSM-IIIR or DSM-IV, American Psychiatric
Association, 1980, 1987, 1994; or ICD-10, World Health
Organization, 1993) or those using at least instruments with
explicit diagnostic criteria that allow such inferences. As
explicit diagnostic criteria were largely unavailable before
the 1980s, the literature and study search was by and large
restricted accordingly.
2.1. Literature search and criteria for inclusion
In an initial step, we performed a series of database
searches (Web of Science, Medline, Psycinfo) to identify all
epidemiological studies on mental disorders conducted in
European regions. The first search covered the time period
1980 to 2003 with the following key words and related
terms: epidemiology, prevalence, incidence, community,
general population, mental disorders, psychiatric diagno-
ses/diseases and over 15 specific diagnostic terms (psycho-
sis, depression, etc.). Because papers published in the 1980s
would have been reporting studies launched in the late
1970s, mostly using neither explicit diagnostic criteria nor
established diagnostic instruments, we decided to limit
further searches to the years 1990 to 2004 (exceptions see
below). The literature and reference search was repeatedly
updated for that time frame during the study period of July
2003 and July 2004. This search process (1990–2004)
revealed initially over 3900 hits. Each of these hits was
cross-checked and evaluated. The overwhelming majority of
papers could be excluded immediately because no relevant
prevalence data were reported in the publication. To be
included in the systematic review and the subsequent
analyses, the following criteria needed to be met:
1. Conducted in an EU country (including Iceland, Norway
and Switzerland; total number of European countries
included: 28).
2. Use of a population-based approach (i.e. subjects
sampled from a defined community or the whole
country).3. Use of explicit diagnostic information according to
established diagnostic criteria (by use of an established
diagnostic instrument according to either ICD-9/ICD-10
or DSM-III-R/DSM-IV. Diagnostic information should
be assessed with one of the following diagnostic
instruments: DIS (Robins et al., 1981), CIDI (Robins
et al., 1988) and variants thereof, SCAN (Wing et al.,
1990) or related approaches. We did not include studies
assessing psychopathology and mental health exclusive-
ly by means of questionnaires or screening instruments
(e.g. GHQ, Goldberg and Hillier, 1979; CIDI-SF,
Kessler et al., 1998; MHI-5, Berwick et al., 1991).
Diagnostic prevalence findings should refer to the past
12 months, although shorter intervals were also
considered.
4. The scope of diagnoses covered by this review was
mainly driven by their public health significance as well
as the availability of respective data. The following
diagnostic groups were considered (brackets indicate
ICD-10 F-Codes of roughly equivalent terms): substance
use disorders: alcohol dependence (F10.2x), illicit
substance dependence (F1x.2x); psychotic disorders:
schizophrenia (F20.xx), other psychotic disorders
(F22.0, F23.xx, F29); mood (affective) disorders: major
depression (F32.xx, F33.xx), dysthymia (F34.1), bipolar
I or II (F31.xx); anxiety disorders: panic disorder with or
without agoraphobia (F41.0/F41.01), agoraphobia with-
out history of panic disorder (F41.00), generalized
anxiety disorder (GAD, F41.1), social phobia (F40.1),
any specific phobia (F40.2), obsessive–compulsive
disorder (OCD, F42.x); somatoform disorders: somatiza-
tion disorder (F45.0), undifferentiated somatization
disorder (F45.1), pain disorder (F45.4), hypochondriasis
(F45.2); eating disorders: anorexia nervosa (F50.0),
bulimia nervosa (F50.2), atypical anorexia/bulimia
(F50.9).
5. Age group covered: In the course of the search process
it was also decided to limit the analyses to studies on
subjects from 18 to 65 years old. The choice of this
narrow age range was mainly determined by method-
ological considerations. Studies in children and young
adolescents as well as those in the older people include
considerably different assessment instruments, which
makes it difficult to compare findings from studies in
this age group with those in other age groups.
Furthermore, reliability and validity for most diagnostic
assessment instruments like the DIS and CIDI are only
established for the age range from 18 to 65 years and
might for example under-estimate prevalences in older
individuals (Knäuper and Wittchen, 1994). Additionally,
patterns of disability, burden, treatment, etc. might have
different meanings and implications in these age
groups.
6. Other data sources: Aside from community studies, we
also identified some studies that provide information on
the prevalence in primary care settings, as well as
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focus on one or two target diagnoses in unselected primary
care populations. They mostly refer to cross-sectional 2-
week or 1-month diagnoses, rarely using established
diagnostic instruments. Although primary care studies
can provide important additional information, we decided
to give priority to the population-based approach and do
not report findings of these studies here. We also received
some data from nationwide and registers of services (e.g.
Belgium, Denmark, Poland, Portugal). However, because
of the extremely high variability in diagnostic standards
and reporting conventions of the register information, we
felt unable to aggregate such data in a meaningful
statistical way. Service register data are problematic for
our purpose because they rely only on identified patients,
whereas it has long been known that people with mental or
psychiatric disorders often do not seek treatment or do not
present their mental health problems as the reason for
consultation and are therefore not identified as cases
(Goldberg and Huxley, 1980).
2.2. Structured country-specific expert consultations
During the iterative search process, we personally
contacted numerous European experts or expert groups
involved in similar European cross-national projects (e.g.,
European Mental Health Status project; a complete list is
available on http://www.ebc-eurobrain.net). These contacts
were meant to ensure that no study was missed as well as to
clarify whether significant information might be obtained by
using unpublished data from ongoing or unpublished
surveys.
In the process of assembling the studies and analysing
the findings of these studies we established contact
(structured personal or telephone interview) with at least
one expert from each EU country. The role of these
country-specific experts was generally to provide advice
and guidance as well as to assist in clarifying questions
like (a) Is the list of studies comprehensive and appropri-
ate? (b) Are there additional studies in regions or the
whole country not yet included (e.g. only reports, not
published in an accessible journal)? (c) Is the interpretation
that has been extracted from the material provided correct
and comprehensive? The outcome of this consultation
process was repeatedly compiled in revised tables and was
circulated again to all experts. N =17 expert inquiries were
completed; besides confirmation of the studies we had
found through electronic literature search, these inquiries
identified additional 10 studies from the 27 studies
reported below. Despite considerable attempts we failed
to reach experts from the following countries: Cyprus,
Estonia, Greece, Ireland, Latvia, Lithuania, Luxembourg,
Malta, Slovakia and Slovenia. Furthermore, according to
literature review and expert statements, no population-
based prevalence information could be provided for Poland
and Portugal.2.3. Reanalyses of existing epidemiological data sets and
credibility rating by country-specific experts
As some publications and reports did not contain the
prevalence data in the way we needed them for the survey,
we accessed (with permission of the respective authors) the
original data of the following studies: the Netherlands
Mental Health Survey and Incidence Study (NEMESIS;
Bijl et al., 1998), some of the countries participating in the
ESEMeD project (ESEMeD/MHEDEA 2000 Investigators,
2002), the Mental Health Supplement of the German
National Health Interview and Examination Survey (GHS-
MHS; Jacobi et al., 2002; Wittchen et al., 2000), and a
study from Norway (OsLof study, unpublished data
provided by I. Sandanger). These studies provide nation-
wide estimates in fairly powerful community samples for a
wide range of disorders with the use of almost identical
methods (variants of the CIDI). They further allow for a
more detailed tabulation of findings (including 95%
confidence intervals) by disorder, total prevalence, gender
and age groups (18–34, 35–49, 50–65) as well as by
other indicators such as impairment and disability or
treatment rates (Bijl et al., 2003). These studies and the
respective analyses were also used as a preliminary
yardstick for the systematic expert inquiry.
These diagnostic and overall findings (by age group
and gender) from the reanalyses were than submitted to
the country-specific experts, regardless of whether any
data or findings had been reported from that country. Each
expert was requested to review these tables and to answer
the following questions: ‘‘According to your expert
knowledge or available study findings in your country,
are the prevalence estimates in the table a) Fin the range of
the respective 95% confidence interval_, b) Fhigher_ (=
above the upper limit of the confidence interval) or
Flower_ (below the lower limit)?’’ Experts were encour-
aged to indicate the ‘‘don’t know’’ category if they were
not aware of any information about the prevalence of this
diagnosis in their country. If the experts indicated higher
or lower values, they were asked to explain and justify
their rating, for example by providing a reference
publication or data.
2.4. Conventions and statistical procedures
As the most common denominator available, 12-month
prevalence estimates will be reported preferably as the
most frequently used time frame across studies. For a few
studies, only point prevalences were available; in these
cases, we projected the point prevalence rates to a 12-
month estimate, using extrapolations from studies where
both point and 12-month prevalences were available. The
aggregation of diagnostic findings across all EU states was
done mainly by reporting median percentage and inter-
quartile range. Weighting schemes were examined as well
but the unweighted findings will be presented. Data on
H.-U. Wittchen, F. Jacobi / European Neuropsychopharmacology 15 (2005) 357–376 361prevalence distributions by age and gender, the respective
95% confidence intervals (CI) as well as the estimates for
‘‘any mental disorder’’ were calculated from a study
covering all diagnoses (GHS-MHS). To estimate the total
number of people affected by the mental disorders under
study in the 28 countries, the country-specific prevalences
were multiplied by the most recent respective population
sizes in the age range of 18–65 years (1st January 2003)
retrieved via EUROSTAT (EUROSTAT, 2004). The total
population of the countries under study is 465 million and
302 million, respectively, for the age 18–65. The median
of all available studies was used as prevalence estimate for
countries with no prevalence information. This estimate
was supplemented by a lower (missing data replaced by
the lower quartile of all available prevalence data) and an
upper limit (missing data replaced by the upper quartile of
all available prevalence data); these ‘‘confidence intervals’’
are based on the assumption that the prevalence of mental
disorders in countries with missing data lies within the
interquartile range of all available studies.3. Results
3.1. Availability of epidemiological studies in the EU
Table 1 lists 24 country-specific (combined N >70,000
subjects) and three cross-national (combined N>100,000
subjects) community studies meeting the inclusion criteria. In
the following sections, these studies are referred to by a study
number in square brackets; note: the sites from the cross-
national ESEMeD project [25] are treated as three separate
studies here [25a, 25b, 25c]. Along with a core reference
publication for each study listed, the table also provides
information about country, fieldwork period, sample size and
age range, diagnostic instruments used and types of mental
disorders covered. Not all study findings could be used for
our subsequent statistical modelling; in these cases, the
diagnostic column is printed in italics. Reasons for not
considering studies in subsequent reanalyses were the
following: a) only lifetime prevalence available [1, 2, 21],
b) restricted study population [7, 8, 13] or c) other
methodological problems (e.g. diagnostic algorithms or
sampling procedures) [17, 27, 24].
Overall, the table indicates that some countries have been
more active than others, e.g. Germany (6 studies), The
Netherlands (4 studies) and the UK (5 studies). No
population-based data at all were available from 12 out of
the 28 countries (Cyprus, Estonia, Greece, Ireland, Latvia,
Lithuania, Luxembourg, Malta, Poland, Portugal, Slovakia,
Slovenia), representing 54.8 million inhabitants (17.5%) in
the age range under study in the EU and Iceland, Norway
and Switzerland (EUROSTAT, 2004). Thus, we use data-
based information from 21 studies covering 16 out of the
included 28 European countries (representing roughly 80%
of the population).Sample sizes vary considerably between studies from
N =250 to N>10,000 subjects. Age ranges studied are
fairly consistent, although some studies have reported data
only for a quite restricted age range (e.g. [8]: 18–24, [5]:
> 30). The most frequently used diagnostic instrument (16
out of 27) across all studies is the Composite International
Diagnostic Interview (CIDI; WHO, 1978; Wittchen, 1994;
Wittchen et al., 1998a) or variants thereof (DIS, DISSI, M-
CIDI; Wittchen et al., 2001). This standardized diagnostic
instrument does not require clinicians, but can be
administered by trained non-clinicians as well. Other
instruments used were the Schedules for Clinical Assess-
ment in Neuropsychiatry (SCAN; Wing et al., 1990; four
studies) and Mini International Neuropsychiatric Interview
(MINI; Sheehan et al., 1998; two studies), both requiring
clinically trained interviewers. Most of the studies are
cross-sectional prevalence studies, although some also
include follow-up components allowing the indication of
incidence rates [7, 8, 16, 22].
There is considerable variation with regard to the
spectrum of diagnoses covered in each study. Seven
studies only examined one or two groups of mental
disorders, frequently limiting themselves to depressive
disorders or syndromes. Findings with such a restricted
diagnostic range need to be treated with caution, because
their ability to consider diagnostic exclusions in necessary
detail is limited. This is a particularly critical issue in
studies that claim to assess major depression in the
absence of any module to exclude hypomania and mania.
The majority of the studies cover at least several disorders.
The most frequently studied diagnostic classes are depres-
sive disorders, alcohol dependence and various forms of
anxiety disorders. However, the fact that studies vary with
regard to the detail they cover (e.g., various forms of
anxiety disorders), makes it difficult to analyse aggregated
prevalences of anxiety disorders in general. Less frequently
studied are eating, somatoform, bipolar, psychotic and
illicit substance use disorders.
3.2. 12-month prevalence by disorder across studies
Fig. 1 presents the diagnostic prevalence findings of all
eligible studies indicating the median, as well as distribu-
tion of the specific study findings by diagnostic group.
Studies included for this graph are identified below in
Table 2 (right column) with their study numbers according
to Table 1; studies are sorted in ascending order of their
prevalence estimates. Additionally, Table 2 shows the
number of subjects and the number of studies by diagnosis
used in Fig. 1, and the median and the interquartile range
for each diagnosis.
The three most prevalent specific 12-month diagnoses
among subjects from 18 to 65 years of age were major
depression (Md=6.9%), specific phobias (Md=6.6%) and
somatoform disorders (Md=6.3%). The least prevalent
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Fig. 1. Distribution and medians of published European 12-month prevalence estimates of mental disorders.
H.-U. Wittchen, F. Jacobi / European Neuropsychopharmacology 15 (2005) 357–376 365dependence (Md=0.5%), obsessive–compulsive disorder
(Md=0.7%) and psychotic disorders (Md=0.8%).
Fig. 1 reveals some variability in findings for depression,
phobias, somatoform disorders and alcohol dependence,
whereas estimates of other disorders appear to be relatively
consistent.
For major depression (17 studies) estimates range between
3.1% and 10.1%; the density of findings around the median
(6.9%) [26, 25b, 11, 18, 20] is, however, remarkable. The
second most prevalent diagnosis (Md=6.4%) is specificTable 2











Alcohol dependence 12 60,891 2004 0.1–6
Illicit substance dependence 6 28,429 311 0.1–2
Psychotic disorders 6 27,291 231 0.2–2
Mood (affective) disorders
Depressiona 17 152,044 9739 3.1–1
Bipolar disorder 6 21,848 172 0.2–1
Anxiety disorders
Panic disorder 12 53,597 880 0.7–3
Agoraphobia 11 43,489 797 0.1–1
Social phobia 11 43,489 1128 0.6–7
GAD 12 53,597 1066 0.2–4
Specific phobias 11 38,981 2188 0.8–1
OCD 9 38,886 401 0.1–2
Somatoform disorders 7 18,894 1215 1.1–1
Eating disorders 5 19,761 94 0.2–0
a Includes major depressive disorder, major depressive episode with and withouphobia, varying from a low of 0.8% [14] to a high of 11.1%
[18]. This variation is apparently due to methodological
factors. Studies with low estimates have assessed only a quite
restricted range of specific phobias, or used some sort of
exclusion hierarchy [14, 25], whereas the potential effect of
impairment criteria is less evident. In contrast, studies based
on instruments that specifically prompt for and examine the
presence of all specific types of phobias (e.g. animal,
situational, blood/injection/injury phobias) and strictly fol-






Included studies from Table 1 (in ascending
order according to prevalence estimate)
.6 2.4 0.2–4.8 25c, 25a, 14, 3, 25b, 9, 10, 16, 5, 23, 20, 18
.2 0.5 0.1–0.6 9, 10, 24, 18, 16, 23
.6 0.8 0.2–2.0 18, 16, 23, 3, 14, 10
0.1 6.9 4.8–8.0 9, 25a, 14, 25c, 23, 5, 16, 4, 26, 25b,11,18,
20, 15, 10, 6, 19
.1 0.9 0.5–0.9 9, 3, 10, 11, 18, 16
.1 1.8 0.7–2.2 25c, 25a, 9, 14, 23, 25b, 19, 5, 16, 10, 18, 11
0.5 1.3 0.7–2.0 14, 25c, 25b, 9, 25a, 5, 16, 19, 10, 18, 11
.9 2.3 1.1–4.8 25c, 5, 9, 14, 10, 25a, 25b, 19, 12, 16, 11, 18
.3 1.7 0.8–2.2 9, 25c, 25a, 16, 5, 10, 19, 18, 25b, 11, 14, 23
1.1 6.4 3.4–7.6 14, 25c, 25a, 25b, 11, 12, 3, 9, 16, 10, 19, 18
.3 0.7 0.5–1.1 25c, 9, 16, 22, 10, 18, 14, 23, 11
1 6.3 2.1–7.8 14, 18, 3, 9, 8, 19, 10
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be simply an artefact of the diagnostic coverage. Somatiza-
tion disorder as themost severe form of somatoform disorders
reveals consistent prevalence findings of 1.1% and 2.1% [14,
18]. Higher prevalences have been exclusively reported from
studies that assessed a wider range of somatoform conditions.
Among these, particularly pain disorders account for the
high 12-month total rates in some of the studies [8, 9,
10, 19].
Alcohol dependence estimates vary from less than 0.5%
[25a, 25c, 14, 3] to over 6% [20, 18]. These differences are
apparent even between studies that used similar variants of
diagnostic instruments (e.g. CIDI). A closer inspection
reveals that variants of the CIDI obviously use different
diagnostic algorithms for dependence, accounting probably
for these large differences. In some lower estimate studies
dependence was diagnosed only if the full dependence
syndrome (3+ criteria) was currently present, whereas in
higher estimate studies a diagnosis was also assigned to
subjects currently meeting only partial criteria, but having
met full criteria in the past. For drug dependence, fairly
convergent low estimates were found. In interpreting this
finding, it should be noted that this disorder is considerably
more frequent (2–4 times) in adolescents and young adults
(up to age 30), but rare in older persons; in addition, it
remains unclear whether dependence of prescribed sedatives
or other drugs has been assessed with sufficient integrity in
the surveys covered (Rehm et al., 2005).
Anxiety disorders as a whole are clearly the largest
diagnostic group and reveal by and large fairly consistent
findings, except for specific phobias (see above). For social
phobia (Md=2.3%), most studies cluster around the median
[14, 10, 25a, 25b, 19], with three studies having lower [25c,
5, 9] and one study having very high [18: 7.9%] estimates.
The estimates for panic disorder (Md=1.8%), agoraphobia
(Md=1.3%) and GAD (Md=1.7%) all reveal relatively
narrow interquartile ranges.
The six studies on psychotic disorders (Md=0.8%)
reveal some heterogeneity. This can be attributed to the
fact that studies with higher prevalences [14, 10] refer not
only to schizophrenia but to a wider range of psychotic
syndromes (including mood incongruent syndromes in
affective disorders), whereas those with lower prevalences
refer to schizophrenic psychosis.
3.3. 12-month prevalence estimates by gender and age:
expert ratings
Table 3 provides a breakdown of prevalence estimates
(with 95% confidence intervals) by diagnostic group, single
diagnoses and age and gender from study [10] as the
diagnostically most comprehensive yardstick. Findings are
presented along with the overall European median preva-
lence estimates from Fig. 1 and Table 2.
The two overall estimates are almost identical. Only for
two diagnoses, namely psychotic and somatoform disorders,the 95% confidence interval and the interquartile range,
respectively, do not overlap. The clear majority of experts
believe that the ‘‘true’’ prevalence of the disorder is in the
range of the 95% confidence interval indicated in Table 3.
This applies to the rates reported for illicit substance use
disorders, alcohol dependence, bipolar disorder, panic
disorder, GAD, social phobia, specific phobias, OCD and
eating disorders. More discrepancy resulted for the 2.6%
(2.1–3.1) estimate of psychotic experiences and for the 12-
month estimate of major depression of 8.3% (7.4–9.2). A
closer inspection revealed that the experts mainly rated the
prevalence of schizophrenic psychosis, whereas the reference
rate was related to psychotic syndromes of any type. In fact, if
the stricter criteria for schizophrenic psychoses is applied to
the 2.6% estimate of study [10], the rate drops to 0.9% (95%
CI: 0.7–1.1), matching perfectly the experts’ opinion.
For major depression no clear resolution emerged,
although there seems to be some tendency that experts with
experience in cross-sectional clinical interviews, such as the
SCAN, tend to rate consistently lower depression preva-
lences than those working with non-clinician interviews,
such as the CIDI in its variants. The table also reveals that
the overall 12-month prevalence of having any alcohol,
drug, psychotic affective, anxiety, somatoform or eating
disorder is 27.4% (95%CI: 26.0–28.9), and 33.2% for
women and 21.7% for men, respectively. Except for
substance use disorders (men: 5.6%, women: 1.3%) and
psychotic disorders (almost identical estimates), rates for
women are approximately twice as high as compared to
those for men. Anxiety (12.0%, 95% CI: 11.1–13.0), and
somatoform disorders (11.0%; 10.1–12.1) are the most
frequent aggregated disorders, followed by mood (affective)
disorders (9.1%) and substance dependence (3.4%). Note
that there is a substantial degree of comorbidity: Among the
cases with at least one mental disorder, 68% have only one,
18% have two, and 14% have more than two 12-month
diagnoses.
3.4. Estimating the size of mental disorders: how many
people are affected?
On the basis of these 12-month estimates, Table 4 shows
the estimated number of subjects summed up over all 28
countries (in millions, age 18–65, with lower and upper
confidence intervals, depending on the handling of missing
data) who met the diagnostic criteria for one or more mental
disorder listed during the past 12 months.
The aggregate figure for ‘‘any mental disorder’’ was
estimated from GHS-MHS data because this was the only
study covering all included diagnoses. 27.4% (82.7 million)
fulfilled the criteria for at least one diagnosis. The
prevalence of comorbidity was calculated according to the
proportions of comorbid cases in the GHS-MHS: 68% of all
cases had only one of the diagnoses under study (56.5
million), 18% had two (15.0 million) and 14% had three or
more diagnoses (11.2 million).
Table 4
Estimated number of subjects in the general EU population (age 18–65)








Alcohol dependence 7.2 5.9 – 8.6
Illicit substance dependence 2.0 1.5 – 2.2
Psychotic disorders 3.7 2.8 – 5.4
Major depression 18.4 17.2 – 19.0
Bipolar disorder 2.4 1.7 – 2.4
Panic disorder 5.3 4.3 – 5.3
Agoraphobia 4.0 3.3 – 4.7
Social phobia 6.7 5.4 – 9.3
GAD 5.9 5.3 – 6.2
Specific phobias 18.5 14.4 – 18.6
OCD 2.7 2.5 – 3.1
Somatoform disorders 18.9 12.7 – 21.2
Eating disorders 1.2 1.0 – 1.7
Any mental disordere 82.7 78.5 – 87.1
Comorbiditye
Number of diagnoses:
One 56.5 52.7 – 60.5
Two 15.0 13.1 – 17.1
Three or more 11.2 9.6 – 13.0
a Total population EU countries (plus Iceland, Norway, Switzerland; age:
18–65): 301.7 million.
b 12-month estimate: missing data for countries were replaced by median.
c Lower range: missing data for countries were replaced by lower
quartile.
d Upper range: missing data for countries were replaced by upper quartile.
e Aggregate figure for the diagnoses listed above (‘‘any mental disorder’’,
27.4%) and comorbidity status (number of diagnoses) based on GHS-MHS
data [10]; lower and upper range: 95% confidence intervals.
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The considerable heterogeneity in which impairments
and disabilities were assessed and evaluated in the studies
reviewed, as well as the very different conventions used to
report findings, does not allow for joint analyses across
studies. Despite this variability, the majority of studies
relatively uniformly and independent of methods used [3, 5,
8, 9, 10, 14,16,17, 22, 25, 26] provides at least some
evidence that all mental disorders are associated with
substantial levels of either disability or reduction in quality
of life and that these measures increase by number of
comorbid conditions. There are also strong indications that
depressive disorders (major depression and dysthymia), and
panic disorder rank among the disorders with strongest
impact. However, such relative comparisons across studies
need to be treated with caution because of the differences in
diagnostic coverage as well as because of the inconsistency
in which studies controlled for comorbidity. The only
available cross-national and directly comparative data in
this respect come from the ESEMeD study revealing that
health-related quality of life (mental health score of the SF-
12, Ware et al., 1996) was reduced by approximately 1.0
standard deviation units in most mental disorders. Further,
most disorders were associated with a loss of three timesmore work days (WLD) compared to having no 12-month
mental disorder (ESEMeD/MHEDEA 2000 investigators,
2004b). Neurological disorders (22% workdays lost during
past 30 days) were found to have the strongest WLD impact,
followed by panic disorder, specific phobias, and post-
traumatic stress disorder (all 11%), depressive disorder (9%)
and social phobia (8%). Alcohol abuse/dependence, in
contrast, revealed lower values (3%). Using identical
measures in the aggregate six-country-comparison, we
found mental disorders usually to reveal a stronger WLD
association than many somatic disorders (e.g. diabetes: 2%
WLD loss, lung disease: 4%, heart disease: 7%).
3.6. Health care utilization and treatment
Some of the studies reviewed have analysed utilization
and treatment issues in greater detail [6, 8, 10, 14, 16, 22,
23, 25, 26]. Almost all remaining studies reviewed made
some statements about treatment and agreed that only a
small fraction of all cases with mental disorder receive
some treatment. Nevertheless, the inconsistency with
which this group of variables is addressed (type and
content of questions, time frame, level of detail, national
characteristics, etc.) prohibits any systematic analyses
across countries or even crude meta-analytic approaches.
In this respect, there are, however, two noteworthy
exceptions: Bijl et al. (2003) compared in a reanalyses
the proportions of treated cases with any mood or anxiety
disorder in Germany [10] and the Netherlands [16]. Their
analysis revealed relatively similar findings despite con-
siderable differences in the health care systems. In both
countries, only 13% to 20% of all cases with a mental
disorder have received some form of treatment during the
past 12 months. They also demonstrated that treatment
rates in both countries are strongly related to severity
(measured by degree of disability) with 67% of the most
serious mental disorders being treated in both countries.
However, the study also highlighted remarkable differences
between countries in terms of access of use, utilization
rates, as well as care sector. In The Netherlands, for
instance, the majority of cases received treatment in the
primary care sector (74%) and 48.5% received speciality
treatment, whereas Germany had higher specialist care
(70%) and lower primary care rates (39%). More
comprehensive analyses pointing in the same direction
are available as part of the ESEMeD study [25] (Table 5).
Covering six countries and using a wider definition for
mental health consultation than did previous studies, they
found that 25.7% of all cases with mental disorders
reported formal health care consultations for mental health
reasons in the past month. Consultation rates were higher
among those with comorbidity (40%) and highest among
those with mood disorders (36.5%). In general, one third
of all consultations were made in primary care only, one
third with mental health specialists (psychiatrist, psychol-
ogist, counselor) and a further third with other profes-
Table 5
Type of treatment received by the users of formal health services (according to 12 month disorders; ESEMeD data)a








Any disorderc 25.7 34.0 18.3 26.5 21.2
Any mood disorder 36.5 37.9 13.8 33.1 15.1
Any anxiety disorder 26.1 30.8 19.6 26.5 23.2
Any alcohol disorder 8.3 19.5 34.0 31.7 14.9
Only one disorder 19.6 34.3 19.4 17.2 29.1
More than one disorder 40.0 33.5 17.0 37.3 12.1
a Table adapted from ESEMeD/MHEDEA 2000 Investigators (2004c).
b Proportions with consultation of any type of formal health servicees in the previous 12 months.
c Any disorder from the following diagnoses: depressive disorders (major depression, dysthymia), anxiety disorders (social phobia, specific phobia
generalized anxiety disorder, agoraphobia with or without panic disorder, panic disorder, post-traumatic stress disorder) and alcohol use disorders (alcoho
dependence, alcohol abuse). For other diagnoses not reported here see ESEMeD/MHEDEA 2000 Investigators (2002).
H.-U. Wittchen, F. Jacobi / European Neuropsychopharmacology 15 (2005) 357–376370sionals. As shown in Table 5, drug treatment was the most
frequent form of treatment provided.4. Discussion
The survey identified overall a remarkable total of 27
recent epidemiological studies in the community that
included over 155,000 subjects from 16 European countries.
Across all these studies it is estimated that 27% of the adult
(18–65 years of age) EU population (including Iceland,
Norway and Switzerland) suffer from at least one mental
disorder. This 12-month prevalence estimate equals an
estimated total of 82.7 million subjects affected. Lifetime
incidence data, available from some of these studies suggest
also that almost every second person in the EU is or has
been affected by mental disorders at some point in lifetime.
Despite considerable variability in methods and designs,
there is further agreement across all studies for higher rates
in women as opposed to men (33% vs. 22%), and almost
equally high prevalences across all age groups as well as a
considerable degree of comorbidity. There is also agreement
across studies about the disabling nature of mental
disorders. Many mental disorders, in particular anxiety,
substance and somatoform disorders, start as early as in
childhood, having typically adverse effects on the further
neurocognitive development, such as with regard to school
and academic achievement, social functioning and social
integration, that might persist throughout the lifespan. Fairly
independent of country and type of study, the review also
reveals that in general mental disorders are poorly recog-
nized and diagnosed in health care institutions and rarely
receive specific mental health treatments.
Before discussing these findings in greater detail, several
limitations need to be acknowledged. (i) To estimate the total
prevalence of mental disorders in Europe, we included
studies that were partly very different with regard to
diagnostic scope and instruments, sampling methods, age
group targeted, field work techniques, diagnostic algorithms
and the categories and overall statistical analysis. (ii),
l
Although we tried to account for such effects, our prevalence
findings and total EU population estimates calculated across
studies should be taken with caution, especially because for
12 countries no population-based data were available at all
(Cyprus, Estonia, Greece, Ireland, Latvia, Lithuania, Lux-
embourg, Malta, Poland, Portugal, Slovakia, Slovenia).
These countries represent 54.8 million inhabitants (i.e.
17.5% of the total EU population) in the age range under
study in the EU and Iceland, Norway and Switzerland
(EUROSTAT, 2004). Our assumption that the prevalence
estimates from some EU countries can be generalized to other
EU countries is questionable and thus requires future
examination. (ii) Another important limitation is the restric-
tion on adults, namely adults in the age range 18–65. The
relatively few studies in children and adolescents as well as
studies in older persons (65+ years of age) were excluded in
order to avoid additional heterogeneity as well as reliability
and validity problems with regard to diagnostic classes and
instruments (Wittchen et al., 2003). (iii) The findings rely
entirely on 12-month prevalence estimates and a restricted
coverage of diagnoses. The limitation to prevalence studies
was due to the almost complete lack of age-adjusted
incidence findings for most groups. (iv) Because all studies
used a different diagnostic spectrum, it was not possible to
calculate overall rates of ‘‘any mental disorder’’ or overall
rates for patterns of comorbidity. Instead, we calculated
overall and comorbidity rates, using the diagnostically most
comprehensive study as a yardstick. Thus these rates should
be interpreted with caution. (v) The reliability and validity
and cross-national consistency of diagnostic instruments for
mental disorders has not been sufficiently established.
Within the context of these limitations, we can conclude
that
(1) there is a remarkable number of prevalence studies
from community samples in the EU. These studies,
however, were mostly national or regional studies;
cross-national studies were quite rare. From the total
spectrum of several hundreds of diagnoses of mental
disorders, the most frequent diagnoses were anxiety,
H.-U. Wittchen, F. Jacobi / European Neuropsychopharmacology 15 (2005) 357–376 371mood (affective) and substance dependence disorders.
Less frequently, psychotic, somatoform and eating
disorders were investigated. Consistent with the
international situation and other inquiries (e.g. Kessler
et al., 1994; Fryers et al., 2004), almost no community
studies with established explicit diagnostic criteria
were identified with regard to other mental disorders
such as sleep disorders, impulse control disorders,
personality disorders, etc.
(2) Despite a high degree of study variability with regard
to sampling, design and instrumentation, there is a
considerable degree of convergence in the 12-month
prevalence findings across the mostly completely
independent studies. Furthermore, the findings from
the studies reviewed appear to be relatively similar to
those obtained in other countries outside the EU (i.e.
Andrade et al., 2000; Weissman et al., 1992, 1994,
1996, 1997): When accounting for design, sampling
and other methodological differences between studies,
little evidence seems to exist for pronounced cultural
or between-country variation. However, it must be
acknowledged that none of the studies reviewed was
designed and powered to detect cultural differences in
the expression of various types of mental disorders,
for example with regard to onset, course, complica-
tions and symptom profiles.
(3) On the basis of meta-analytic techniques as well as
reanalyses of selected data sets, we estimated that
about 27% of the adult EU population 18–65 years
old are or have been affected by at least one mental
disorder in the past 12 months. In population terms, it
is estimated that between 78.5 and 87.1, or roughly
82.7 million, are affected. The estimate could be
regarded as a quite conservative estimate because of
the following reasons: a) Only some of the many
mental disorder were considered. b) This estimate
does not include older persons (65+ years) as well as
c) adolescents (14–17 years), for whom even higher
estimates are established (Wittchen et al., 1998b).
(4) Quantitatively and in accordance with most other
recent international comparison studies (i.e. Andrade
et al., 2000; Merikangas et al., 1998; Weissman et al.,
1996, 1997; Wittchen, 1994), anxiety disorders rank
as the most frequent (12-month prevalence median:
12%; 36.3 million subjects affected) group of disor-
der, followed by mood disorders (major depression
and bipolar disorder: 7.8%; 20.8 million), somatoform
disorders (persistent pain, hypochondriasis and soma-
tization disorder: 6.3%; 18.9 million), substance
dependence (3.4%; 9.2 million) and psychotic dis-
orders (0.8%; 3.7 million). The partly considerable
variations in prevalence estimates even between
studies using similar instruments seem to be a result
of many factors: different scope of diagnoses covered,
different impairment criteria, technical differences in
the diagnostic algorithm and skip rule handling(WHO—World Mental Health Consortium, 2004).
Studies like ESEMeD (2004) also include a consid-
erable proportion of the population older than 65. For
the older group, however, diminished reliability and
validity findings were shown, resulting in artificially
low prevalences for anxiety and depression (Knäuper
and Wittchen, 1994). Because of the different service
needs and differences in impairment and disability we
made special attempts to provide also information
about a broader spectrum of mental disorders than did
previous studies. The indication of rates for bipolar I
(presence of manic episode) and bipolar II (Hypoma-
nia) disorders (Md=0.9%), specific types of anxiety
disorders, obsessive–compulsive disorder (0.7%),
somatoform disorders (Md=6.3%) or eating disorders
(Md=0.4%) rarely considered in surveys outside
Europe is a particular strength of the study.
(5) Although most of the studies reviewed point to the
phenomenon of comorbidity, it was unfortunately not
possible to compute specific comorbidity patterns
across studies, because studies differed largely as with
regard to the diagnoses covered. Consistent with the
Kessler et al. (1994) we found that almost every
second case with a mental disorder had more than one
diagnosis and that approximately 30–40% of all
subjects suffering from an anxiety disorder also had
a depressive disorder and vice versa.
(6) For the issue of disability, almost all of the studies
reviewed made – partly substantial – contributions.
However, the heterogeneity of methods, assessments
and analyses did not permit a systematic analysis of
findings. The available data though from three avail-
able coordinated cross-national studies (ESEMeD/
MHEDEA 2000 Investigators, 2004b; Bijl et al.,
2003; Jacobi et al., 2004a,b) confirm the immense
disability burden in terms of several crude (years lived
with disability, work loss days, etc.) and more
sophisticated indicators (work productivity, quality of
life, etc.). Consistent with numerous earlier studies for
specific diagnoses (Bijl and Ravelli, 2000a; Jacobi et
al., 2004b; Greenberg et al., 1996, 1999; Kessler and
Frank, 1997; Rice and Miller, 1998; Spijker et al.,
2004; Wittchen, 2002) and expert-based WHO projec-
tions (i.e. Murray and Lopez, 1996; Olesen and
Leonardi, 2003), there is thus little doubt that mental
disorders rank together as the quantitatively most
disabling group of all medical disorders. These data,
despite some diagnosis-specific differences, highlight a
substantial degree of functional disability and overall
burden, even for seemingly ‘‘less serious’’ disorders
(Andlin-Sobocki et al., 2005). This is because of the
critical combination of their high prevalence, the
associated impairments and disabilities, the frequent
early onset as early as in childhood or adolescence and
the substantial degree of persistence and comorbidity
over the life-span (Fehm et al., 2005).
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contrast to the needs of health care researchers and
politicians, the considerable heterogeneity of assess-
ment strategy and the lack of detail make it almost
impossible to make joint analyses for utilization and
treatment. The availability of the six-country study
ESEMeD/MHEDEA 2000 (2004c) provides, howev-
er, some benchmark data, that appear by and large
consistent with several individual national and
regional studies (Bijl and Ravelli, 2000b; Bijl et
al., 2003; Jacobi et al., 2004a,b; ten Have et al.,
2004; Wittchen, 2000). According to these conver-
gent findings, only one out of two patients with a
mental disorder has ever received some professional
attention. Among those with at least one contact, the
vast majority is seen only in primary care. There is
little doubt that only about one out of four of all
subjects with mental disorders receive any profes-
sional help and even fewer receive grossly adequate
(10%) mental health care through drugs or psycho-
therapy. Even in the more comprehensive health care
systems with access even to psychotherapy free of
charge, such as Germany (Jacobi et al., 2004a,b), the
situation is not markedly different. Thus we can
conclude that across the EU there seems to be
substantial degree of unmet needs for treatment.
There are some indications that the type and degree
of unmet needs vary widely by type of region and
country (ESEMeD/MHEDEA 2000 Investigators,
2004c) and that only some disorders, such as
depression are more likely to receive any profes-
sional attention and treatment (Bijl et al., 2003).
To conclude, the results of this EU review are overall
consistent with those of earlier international studies and
reveals little indications for a generally better mental health
of either one country over another as has been suggested in
a recent publication (The WHO World Mental Health
Survey Consortium, 2004; ESEMed/MHEDEA 2000 Inves-
tigators, 2004a). Mental disorders are diverse in their
manifestations and affect about one third of the EU
population during any given 12-month period, most of
whom are not receiving any treatment.
Beyond these core findings (for disorder specific details
see Berr et al., 2005; Fehm et al., 2005; Goodwin et al.,
2005; Lieb et al., 2005; Paykel et al., 2005; Pini et al., 2005;
Rehm et al., 2005a,b; Rössler et al., 2005; Von Campen-
hausen et al., 2005) and our attempt to estimate the size and
burden with greater precision and validation than was done
in the past, our findings also highlighted several evident
future research needs:
1. There is a strong need for greater coordination and even
standardisation of methods to improve the quality and
comparability of epidemiological data in the EU. In
general, Europe is characterized by an immensediversity of mostly national studies (single country or
region) with a considerable degree of clinical and
methodological sophistication. This ‘‘richness’’, howev-
er, has the considerable disadvantage of restricting the
possibility of direct comparisons between countries and
estimating prevalence across all EU countries (Fryers et
al., 2004).
2. There is a need of incidence studies especially in children
and adolescent that would provide better guidance for the
onset and natural course as well as the design of
preventive trials and early interventions. This seems to
be of particular relevance for secondary comorbidity,
which might be prevented if earlier and rapid treatment
of the primary disorder were applied.
3. There is also a strong need for studies in older persons
that inform about the most prevalent mental disorders in
old age, the patterns of comorbidity with neurological
and other somatic conditions as well as specific needs of
interventions in this age group.
4. As a diagnosis of mental disorder cannot be equated with
specific treatment needs, there is a need for studies that
allow the derivation of appropriate criteria. In light of the
high prevalence of mental disorders in the community, it
seems not feasible to deliver care to everybody. Thus
clinically sensitive and economically feasible decision
algorithms are needed to determine which type of
interventions should be assigned to what type of patient.
These algorithms might go beyond the established
diagnostic classes acknowledging additionally patterns
of comorbidity, behavioural, medical and developmental
risks instead of oversimplified measures of current
‘‘severity’’ or ‘‘impairment’’.
5. There is a continued need of descriptive studies
informing us in greater detail to what degree mental
disorders are appropriately recognized and treated in the
various European health care systems. Such studies
should allow comparisons across Europe, but should
additionally be optimally designed according to the
respective national health care system to provide the
type of data most useful for the particular country. Such
data are likely to be instrumental in the designation of
more appropriate and more effective health care
delivery infrastructure.
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Üstün, T.B., Vicente, B., Vollebergh, W.A.M., Walters, E.E., Wittchen,
H.-U., 2003. The prevalence of treated and untreated mental disorders
in five countries. Health Aff. 22, 122–133.
Coulter, A., Magee, H., 2003. The European Patient of the Future. Open
University Press, Philadelphia.
de Girolamo, G., Polidori, G., Morosini, P., Mazzi, F., Serra, G., Visonà, G.,
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Allgemeinbevölkerung: Ergebnisse der TACOS-Studie. Nervenarzt
71, 535–542.
Meyer, C., Rumpf, H.-J., Hapke, U., John, U., 2001. Prevalence of DSM-IV
psychiatric disorders including nicotine dependence in the general
population: results from the northern german TACOS study. Neurol.
Psychiatr. Br. 9, 75–80.
Murray, C.J., Lopez, A.D., 1996. Evidence-based health policy—lessons
from the Global Burden of disease study. Science 274, 740–743.
Narrow, W.E., Rae, D.S., Robins, L.N., Regier, D.A., 2002. Revised
prevalence estimates of mental disorders in the United States—using a
clinical significance criterion to reconcile 2 surveys’ estimates. Arch.
Gen. Psychiatry 59, 115–123.
OECD,, 2005. OECD Factbook 2005. Economic, Environmental and Social
Statistics. OECD Publishing, London.
Olesen, J., Leonardi, M., 2003. The burden of brain diseases in Europe. Eur.
J. Neurol. 10, 471–477.
Olsen, J., 2004. Prevalence of major depression and stress indicators in the
Danish general population. Acta Psychiatr. Scand. 109, 96–103.
Paykel, E.S., Brugha, T., Fryers, T., 2005. Size and burden of
depressive disorders in Europe. Eur. Neuropsychopharmacol. 15,
411–423.
Pini, S., de Queiroz, V., Pagnin, D., Pezawas, L., Angst, J., Cassano,
G.B., Wittchen, H.-U., 2005. Prevalence and burden of bipolar
disorders in European countries. Eur. Neuropsychopharmacol. 15,
425–434.
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Y., Ormel, H., Korff, M., Wittchen, H.-U., 1993. An international
study of psychological problems in primary care. preliminary report
from the world health organization collaborative project on ‘‘psycho-
logical problems in general health care’’. Arch. Gen. Psychiatry 50,
819–824.
Singleton, N., Bumpstead, R., O’Brien, M., Lee, A., Meltzer, H., 2001.
Psychiatric morbidity among adults living in private households.
National Statistics, vol. 154. The Stationery Office, London.
Sheehan, D.V., Lecrubier, Y., Sheehan, K.H., Amorim, P., Janavs, J.,
Weiller, E., Hergueta, T., Baker, R., Dunbar, G.C., 1998. The Mini-
International Neuropsychiatric Interview (M.I.N.I.): the development
and validation of a structured diagnostic psychiatric interview for DSM-
IV and ICD-10. J. Clin. Psychiatry 59 (20), 22–33.
Spijker, J., de Graaf, R., Bijl, R.V., Beekman, A.T.F., Ormel, J.,
Nolen, W.A., 2004. Functional disability and depression in the
general population. Results from the Netherlands Mental Health
Survey and Incidence Study (NEMESIS). Acta Psychiatr. Scand. 110,
208–214.
Stefansson, J.G., Lindal, E., Bjoernsson, J.K., Gudmundsdottir, A., 1991.
Lifetime prevalence of specific mental disorders among people born in
Iceland in 1931. Acta Psychiatr. Scand. 84 (2), 142–149.
Szadoczky, E., Rihmer, Z., Papp, Z., Füredi, J., 1997. The prevalence of
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Orv. Hetil. 141, 17–22.
Szadoczky, E., Rihmer, Z., Papp, Z., Vitrai, J., Füredi, J., 2002. Gender
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B) Epidemiological determinants of mental disorders 
 
Epidemiology can be defined as the study of the distribution and the determinants of disease 
frequency in humans. Epidemiology can further be divided into two interrelated orientations and 
methodologies, namely descriptive epidemiology, aiming at measuring the size and scope of mental 
disorders in the community or other populations (prevalence and incidence) and analytic 
epidemiology, which focuses on understanding the etiology of mental disorders, for example by 
including psychosocial, laboratory or genetic markers and risk factors to test etiologic hypotheses 
(Wittchen, 2004). Whereas Chapter A reported largely descriptive data – among them the finding that 
some diagnoses are not distributed equally between genders – Chapter B deals exemplarily with 




The following section is based on: 
 
B1. Klose, M. & Jacobi, F. (2004). Can gender differences in the prevalence of mental disorders be 




1. Can gender differences in the prevalence of mental disorders be explained by 




As shown in Chapter A, epidemiological studies usually suggest that women and men differ strikingly 
in the prevalence, incidence and morbidity risk of specific mental disorders. The importance of gender 
differences in mental health is usually illustrated in significantly different prevalences and incidence 
rates of major depression, whereas the explanations for these findings remain poorly studied. Despite 
the wide variations in lifetime prevalence estimates of major depression across countries and studies, 
the roughly 2:1 sex ratio is consistent cross-culturally. 
 
According to Gater et al. (1998), the relative consistency of these findings does not support the 
assumption that gender differences in rates of mental disorders are caused only by local psychosocial 
effects that can be expected to vary from one society to another. Instead, findings seem to be more 
compatible with speculations that biological or general psychosocial factors might be responsible that 
have similar effects across cultures, either interacting or working alone. In general, biological, 
psychosocial and artefact explanations have been proposed to explain the predominance of most 
psychiatric disorders in women (e.g., Wilhelm and Parker, 1994; Macintyre et al., 1996; Piccinelli and 
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Wilkinson, 2000; Kendler et al., 2002) but none of these explanations has been consistently supported 
with empirical data; this failure has been largely attributed to the fact that we still lack comprehensive 
etiological models for these mental disorders (Bebbington, 1998).  
 
Artefact explanations assume that much of the observed differences in prevalence rates may be 
produced by gender-related bias such as differences in help-seeking behaviour and symptom-
reporting patterns, quality and quantity of symptoms or recall bias. Artefacts may play a role with 
regard to definitions of cases in epidemiological studies, or even gender-biased casefinding 
measurements. It has been suggested that these artefactual factors may contribute to the female 
preponderance in several mental disorders to some extent, yet gender differences still seem to be 
genuine and can be shown even after these are accounted for (Nazroo et al., 1998; Piccinelli and 
Wilkinson, 2000). 
 
Biological theories have proposed differences in brain structure and functioning between men and 
women, including neurotransmitter, neuroendocrine and circadian rhythms, as well as genetic factors 
and reproductive functioning (e.g., Joffe and Cohen, 1998; Paykel, 1991; Pajer, 1995). These 
attempts, however, were predominantly focussed on depressive disorders. Furthermore, although 
attractive, explanations in biological terms face a number of difficulties. If higher rates in mental 
disorders in women are due to a universal biological vulnerability, the sex ratio ought to be unaffected 
by, for example, sociodemographic attributes – but there is no convincing evidence for this (e.g. 
Bebbington, 1998). Thus, biological explanations alone are not sufficient. 
 
This inevitably moves the focus of interest to psychosocial hypotheses for gender differences in 
mental disorders. From a psychosocial perspective, several possible explanations for gender 
differences have been suggested, e.g. that women generally have a lower socio-economic status. 
Surveys since the 1970s indicated a higher prevalence of mental disorders in the lower social classes, 
though perhaps only for women (e.g., Brown and Harris, 1978; Weissman and Myers, 1978; Kessler et 
al., 1994). Higher rates for women may also reflect issues related to the fact that they may be subject 
to more significant, or more upsetting stressful life events or chronic difficulties, low social support, 
victimization and adverse experiences in childhood (e.g. sexual or physical abuse or parental 
separation with resulting neglect of child-care in early years), and maladaptive coping styles (e.g., 
Hobfoll et al., 1994; Nolen-Hoeksema et al., 1994). Other issues suggested to contribute to a higher 
risk of common mental disorders among women have been social roles, such as marital and 
employment status (unequal adult gender role stresses; e.g., Cramer, 1993; Kessler et al., 1993). Yet, 








1.2 Research Questions 
 
A particular problem of gender research in the field of mental disorders is the widespread neglect of 
direct comparisons between women and men: for example, a finding of an increased rate of mental 
disorders in single mothers from low social classes (e.g. Brown and Moran, 1997) does not in itself tell 
us if this association is gender-specific or due to the combination of single parenthood and low social 
class that applies for men as well. Thus, the purpose of the presented investigations is to determine 
whether sociodemographic factors such as age, birth cohort, marital status or social class (education, 
income, job status) are differentially associated with mental disorders by gender, or whether these 
factors apply for women and men equally. Specific research questions addressed are: (1) Which 
sociodemographic factors (univariate and stratified) are significantly associated with the prevalence of 
mental disorders in men? (2) Which sociodemographic factors (univariate and stratified) are 
significantly associated with the prevalence of mental disorders in women? (3) Do the factors 





In a first step, women and men in the GHS-MHS were compared with regard to their 
sociodemographic status, i.e. whether age, marital status and parenthood, educational employment 
status, and aggregate social status (Winkler & Stolzenberg, 1998; an index of social class derived 
from information on education. income and current job position) were distributed equally between 
genders. Table 2 (from Klose & Jacobi, 2004) indicates the following differences: non-married women 
report more often to be separated/divorced/widowed compared to non-married men (15% vs. 7%) 
whereas these report more often to be single (29% vs. 21%); men tended to have a higher education 
(Abitur: 27% vs. 22%); men were more often working fulltime (70% vs. 30%) whereas women were 
more often working part-time (24% vs. 2%) or homemakers (14% vs. 0.1%). Combining several 
factors, women were more often single parents (16% vs. 11%) and belonged more often to the lower 
social class (21% vs. 17%). 
 
In the second step, sociodemographic correlates of mental disorders were determined for men and 
women separately. Figure 1 (from Klose & Jacobi, 2004) indicates that 
 
• Factors associated with elevated rates of mental disorders in men and women are: being single, 
being separated/divorced/single and being unemployed 
• Being retired is associated with elevated rates of mental disorders only in women, whereas being 
a single parent is associated with elevated rates of mental disorders only in men 
• Factors associated with lower rates (i.e. “protective” factors) were found only in men, namely: 
higher age group (50-65), having children, belonging to medium or upper social class 
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Tables 3 and 4 from Klose & Jacobi (2004) differentiate these results by four 12-month diagnostic 
categories (substance use disorders, depressive disorders, anxiety disorders, somatoform disorders).  
 
In Table 5 (from Klose & Jacobi, 2004) results of the third step – the interaction of correlate*gender – 
are shown: 
 
• Most sociodemographic factors show no difference between genders with regard to associated 
mental disorders 
• Exceptions are: being separated/divorced/single (stronger correlate for men in depressive 
disorders, stronger correlate for women in anxiety disorders); being a homemaker (correlate only 







Overall no marked gender differences 
 
Sociodemographic factors matter (as already been mentioned in Chapter A) – but they seem to work 
similarly in women and men. Although sociodemographic factors are significantly associated with the 
prevalence of mental disorders, surprisingly, only few of the examined sociodemographic factors 
showed significant gender differences. 
 
There are at least two plausible explanations for these findings. One might be that some older 
epidemiological studies with regard to gender differences are based on analyses which ignore the 
distribution (base rates) of the examined correlates within the sexes. In traditional gender-studies, 
women’s roles have been thought to be complementary to men’s roles (Parson & Bales, 1955). 
Modern approaches discussing methodological designs of ‘‘gender-studies’’ demand a detailed 
description of the differences within men (Courtenay, 2000) and within women (Doyal, 1995; 
Maschewsky-Schneider, 1996). According to Simon (2002), a second explanation for the equity of 
putative risk factors in men and women (opposed to earlier findings) refers to cultural changes: there is 
currently greater involvement of women and men in both the family and workplace, as well as greater 
fluidity of e.g. marital status over the life course. Corresponding to these role-related changes are 
changes in the psychological meaning of the examined factors. Unfortunately, we cannot examine 
whether the presented evidence that the emotional consequences of examined sociodemographic 
correlates apply equally to men and women is due to these social changes. The reported correlates 
and their interactions with gender did not differ consistently in younger and older birth cohorts – but 
this does not contradict the hypothesis that social changes have modified the consequences of the 
sociodemographic factors for men’s and women’s mental health because these changes are likely to 
affect both younger and older people. True age effects cannot be validly separated from cohort effects 
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in a cross-sectional design. Thus, the examined age variable rather represents birth cohort effects. 
Except for substance use disorders (more frequent in younger cohorts), there were no significant 
cohort effects both in men and women. The female vs. male ratios in the prevalence of mental 






Our data support results of studies which have reported gender equality in the emotional benefits of 
being married and are in contrast to the sex-role theory of mental illness arguing that marriage is 
advantageous for men’s mental health but disadvantageous for women (e.g., Gove & Tudor, 1973). 
However, consistent with Gove’s sex-role theory our data suggest that separated, divorced or 
widowed men are at higher risk of having a mood or a somatoform disorder than women. 
Investigations which examined the impact of marital transition with longitudinal data are controversial: 
some studies report that divorced or widowed men suffer more from marital loss (Umberson et al., 
1992) while others show reverse patterns whereby divorce or widowhood are more harmful for women 
(Aseltine and Kessler, 1993; Simon and Marcussen, 1999). Surprisingly, single mothers did not 
consistently show elevated prevalences in mental disorders as compared to mothers with a partner 
(only elevated rates in substance use disorders and non-significant trends in depressive and anxiety 
disorders). In contrast, single fathers had elevated risks for having a substance disorder or mood 
disorder as compared to fathers in a partnership. This gender difference seems not be explained by 
other adverse factors, since single fathers report less often to be divorced or widowed than women 
and have a higher income than single mothers. These findings appear to be contradictory 
to many studies where an association between single parenthood and mental health was particularly 
found in women (Brown and Harris, 1978; Roman-Clarkson et al., 1988). These controversial findings 






The negative impact of being unemployed compared with working fulltime in our study does not differ 
between women and men. Working fulltime and having children compared to working fulltime without 
having children was significantly associated with a lower risk of having a mood disorder only for men. 
Being retired was more frequent in women and the only factor that acted more unfavourably in women 
compared to men. This might be mediated by the fact that retired women were more often 
separated/divorced/widowed compared to retired men (71% vs. 29%). 
 
Usual explanations for the associations between poor mental health, employment and family status 
are role conflict and overload (Elliot & Huppert, 1991; Bebbington, 1998). The finding that employed 
 38
women with children show only moderately more mental disorders than employed women without 
children suggests that there is at least no overload or role conflict which can explain the excess of 
mental disorders in women. Some authors have stated a positive effect of multiple roles (Thoits, 1983; 
Nolen-Hoeksema and Rusting, 1999) for women that is also not in line with the present findings. 
Multiple roles (working fulltime and having children) were associated with a lower rate of mood 
disorders only for men. This possibly indicates positive social role experiences (e.g., having paid work 
and being a parent without the main burden of childcare; Matthews et al., 1998). Surprisingly, our data 
suggest that a high social status is ‘‘protective’’ for men only. It has long been known that the social 
environment is of critical importance for mental health, but the role of gender has not been adequately 
investigated. Variations in morbidity rates by social class are a consistent finding in epidemiology 
(Dohrenwend, 1990; Kessler et al., 1994b; Stansfeld et al., 1998). Relevant factors for this association 
are considered to be more chronically stressful conditions, less experience of control and social 
support within people of lower classes. Our data suggest that these negative consequences of low 





Even though putative risk factors apply for both men and women roughly the same, prevalence 
differences could be due to differential exposition to these factors. Such differences were only found in 
marital status, indicating only a minor influence of social inequity between men and women on gender 
differences in the prevalences of mental disorders – at least for societies comparable to contemporary 
Germany. 
 
Significant associations between the investigated factors and mental disorders reflect that they are 
symptoms, maintaining factors or the consequences of having a mental disorder. Given that our 
findings are based on cross-sectional data (without retrospective data on putative risk factors or life 
events and their relationship to mental health problems), it is impossible to support either a social-
causation hypothesis or the alternative social-selection hypothesis. We do not know, for example, 
whether men and women differentially select into and out of marriage on the basis of their mental 
health status. Thus, according to Kraemer et al. (1997) we preferred to use the terms ‘‘putative risk 
factors’’ or ‘‘correlates’’ rather than ‘‘risk factors’’. 
 
Implications of the results are somewhat limited since the investigated putative risk factors are either 
not modifiable or not specific enough for developing (gender specific) prevention or intervention 
strategies (Kessler, 2000). Future risk factor research should focus e.g. on the gender-specific role of 
comorbidity in the prediction, intervention planning and implementation with regard to mental 
disorders. Since comorbidity has a strong influence on impairment and reduced quality of life, it may 
be a modifiable risk factor for further illness course or future impairment that can be more easily 
targeted than sociodemographic correlates of mental morbidity. 
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Although it is not possible to evaluate all artefactual possibilities here, it is unlikely that these factors 
play an important role in the present analyses. Findings are based on a general population sample (no 
help-seeking bias). The diagnostic interview which was used for assessment (DIA-X-M-CIDI; Wittchen, 
1994) is a fully structured interview (minimizing diagnostic bias). According to recall bias (Ernst and 
Angst, 1992; Wilhelm and Parker, 1994), it was assumed that women recall emotional states better 
than men. In the present study, the sex ratio does not increase with increasing timeframe between 
diagnostic interview and assessed symptoms (4-week, 12-month but not in the last 4 weeks, more 
than 12-month). This can be regarded as (indirect) evidence against a gender-specific recall bias. 
Furthermore, a reporting bias might be responsible for their greater likelihood of meeting criteria for 
mental disorders. If it was true that women report more (psychological) symptoms than men, they 
should in particular report more symptoms than men who show a similar level of quality of life. A 
separate analysis did not support this hypothesis: when women and men were parallelized by the 
subjective health-related quality of life (assessed with the mental component scores of the Medical 
Outcome Study Short Form-36 Health Survey; SF-36, Brazier et al., 1992; McHorney et al., 1993), the 
gender difference in the prevalence of mental disorders disappeared. However, this analysis does at 
least not really disprove the hypothesis, since women may also report worse quality of life, particularly 
on a self-report measure. Further and more detailed analyses that would allow us to evaluate the 
reporting bias are not possible with the present data set. Further research regarding this is clearly 
needed (Stone et al., 2000). 
 
Several comparisons between men and women may have had no chance to reach significance due to 
power problems (although the original sample is quite large with N=4181, certain cells show a low 
frequency). Although non-significant findings cannot “prove” equality between two conditions under 
study, the examination of the percentages and the direction of non-significant trends does not support 
a view that women are more often exposed to sociodemographic factors associated with mental 






Gender differences in the prevalence of mental disorders cannot be explained by the examined 
sociodemographic factors. The emotional advantages or disadvantages of marital status, employment 
status, number of children, parenthood and social class overall apply equally to men and women. Also 
the hypothesis that women are more often exposed to the common risk factors could not be 
supported. Thus, our findings suggest that ‘‘female gender’’ in itself remains the strongest single 
sociodemographic predictor for mental disorders. With regard to these results and the limitations 
described above, we support the idea that further epidemiological studies of gender differences in 
mental disorders concerning psychosocial correlates should focus on (1) interactions between gender 
and sociodemographic correlates with longitudinal data, (2) investigations of modifiable risk factors 
(e.g. comorbidity, coping or cognitive styles) in a (3) disorder-specific approach. Furthermore, the 
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impact of DSM-IV diagnoses on impairments/disabilities and help seeking should be differentially 
investigated in women and men. Until then psycho-sociological determinants of gender differences in 
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Summary
Background and aims: Epidemiological studies throughout the
world consistently reported higher rates of depression and anxi-
ety disorders in women, whereas men consistently show higher
rates of substance and antisocial disorders. The present study
examined factors potentially contributing to these gender differ-
ences using general population data.
Methods: The sample was drawn from population registries
(N¼ 4181) and can be regarded as representative for the adult
Germanpopulation aged18–65. Mental disorders (DSM-IV)were
assessed with a diagnostic interview (CIDI) carried out by clini-
cally trained interviewers. A range of sociodemographic variables
was analysed within men, within women, and between genders.
Results: The prevalence of common mental disorders (mood,
anxiety, substance use and somatoform disorders) is higher among
females, with the exception of substance use disorders. Young age
was related to substance disorders both in women and in men. Not
being married and being unemployed were associated with
increased rates of mental disorders in both sexes, but in men
stronger than in women. Being retired was associated with depres-
sion only in women, whereas belonging to a higher social class,
working fulltime and having children appeared to be protective
factors for men only. Other sociodemographic factors (concerning
education, employment and family status) were not associated
with increased rates of mental disorders both in women and men.
Conclusion: Overall the emotional advantages or disadvantages
of marital status, employment status, number of children, parent-
hood and social class apply equally to men and women. We cannot
explain the female preponderance in most mental disorders by
detecting specific unfavourable patterns of sociodemographic cor-
relates, suggesting that determinants of gender differences in com-
mon mental disorders are still far from being understood.
Keywords: Gender differences; mental disorders; DSM-IV; CIDI;
risk factors.
Introduction
Epidemiology findings from the 1980s and 90s based on
representative community surveys (e.g. from the US,
Northern Europe and England as well as from Canada,
New Zealand and Australia) suggested that women and
men differ strikingly in the prevalence, incidence and
morbidity risk of specific mental disorders. The impor-
tance of gender differences in mental health is usually
illustrated in significantly different prevalences and inci-
dence rates of major depression, whereas the explana-
tions for these findings remain poorly studied. Despite
the wide variations in lifetime prevalence estimates of
major depression across countries and studies, the
roughly 2:1 sex ratio is consistent cross-culturally.
Moreover, findings from epidemiological and clinical
samples suggest that the increased risk for women can
be shown for various disorders: affective disorders
(Weissman et al., 1993; Kessler et al., 1994a; Meltzer
et al., 1995; Bebbington, 1998; Gater et al., 1998;
Wittchen et al., 1998; Andrews et al., 1999; Jacobi et al.,
in press), anxiety disorders (Bekker, 1996; Weissman
et al., 1997; Gater et al., 1998; Lewinsohn et al., 1998;
Yonkers et al., 1998; Wittchen et al., 1999; Merikangas
et al., 2002) and somatoform disorders (Piccinelli and
Simon, 1997; Lieb et al., 2000; Smith et al., 2001). In
contrast, men have consistently higher rates of substance
and antisocial disorders than women (Kessler et al.,
1993; Gili et al., 1998; Nelson and Wittchen, 1998; Bijl
et al., 2000; Spauwen et al., 2003). Table 1 provides an
overview of 12-months prevalence rates of mood, anxi-
ety and substance use disorders by gender in several
recent population-based studies using the same assess-
ment methods, including findings from our survey.
According to Gater et al. (1998), the relative consis-
tency of these findings does not support the assumption
that gender differences in rates of mental disorders are
caused only by local psychosocial effects that can be
expected to vary from one society to another. Instead,
findings seem to be more compatible with speculations
that biological or psychosocial factors might be respon-
sible that have similar effects across cultures, either
interacting or working alone.
In general, biological, psychosocial and artefact
explanations have been proposed to explain the predo-
minance of most psychiatric disorders in women (for an
extensive overview see Wilhelm and Parker, 1994;
Macintyre et al., 1996; Piccinelli and Wilkinson, 2000;
Waldron, 2000; Kendler et al., 2002), but none of these
explanations has been consistently supported with em-
pirical data (Bird and Rieker, 1999; Moller-Leimkuhler,
2002; Salokangas et al., 2002). This failure has been
largely attributed to the fact that we still lack compre-
hensive aetiological models for these mental disorders
(Bebbington, 1998).
Artefact explanations assume that much of the
observed differences in prevalence rates may be pro-
duced by gender-related bias or even artefacts such as
differences in help-seeking behaviour and symptom-
reporting patterns (Kessler et al., 1981; Nolen-
Hoeksema, 1990; Loewenthal et al., 1995; Bekker,
1996; Kessler, 1998), quality and quantity of symptoms
(symptom profile; Young et al., 1990; Silverstein, 1999;
Moller-Leimkuhler, 2002), recall bias (Ernst and Angst,
1992; Wilhelm and Parker, 1994), definitions of cases in
epidemiological studies (threshold for caseness; Angst
and Dobler-Minolka, 1984; Wilhelm and Parker, 1994;
Piccinelli and Wilkinson, 2000), or even gender-biased
casefinding measurements (Salokangas et al., 2002). It
has been suggested that these artefactual factors may
contribute to the female preponderance in several mental
disorders to some extent, yet gender differences still
seem to be genuine and can be shown even after these
are accounted for (Nazroo et al., 1998; Piccinelli and
Wilkinson, 2000).
Biological theories have proposed differences in brain
structure and functioning between men and women,
including neurotransmitter, neuroendocrine and circa-
dian rhythms, as well as genetic factors and reproductive
functioning (Joffe and Cohen, 1998; Kornstein, 1997;
Paykel, 1991; Pajer, 1995). These attempts, however,
were predominantly focussed on depressive disorders
(Schneider, 2002; Leibenluft, 1999). Furthermore,
although attractive, explanations in biological terms face
a number of difficulties. If higher rates in mental disor-
ders in women are due to a universal biological vulner-
ability, the sex ratio ought to be unaffected by, for
example, sociodemographic attributes. There is no con-
vincing evidence for this, however (e.g. Bebbington,
1998). Thus, biological explanations alone are not suffi-
cient. This inevitably moves the focus of interest to psy-
chosocial hypotheses for gender differences in mental
disorders.
From a psychosocial perspective, several possible
explanations for gender differences have been sug-
gested (Pajer, 1995; Bekker, 1996; Kornstein, 1997;
Bebbington, 1998; Bird and Rieker, 1999; Leibenluft,
1999; Ihle et al., 2000; Piccinelli and Wilkinson,
2000), e.g. that women, in general, have a lower
socio-economic status. Surveys since the 70=80 s indi-
Table 1. Comparison of 12-months prevalence rates of common mental disorders by gender in four population based surveys







male female male female male female
GHS_MHS (Germany)2 8.5 (0.7) 15.4 (0.8) 1.8 9.2 (0.6) 19.8 (0.9) 2.2 7.2 (0.6) 1.7 (0.2) 0.2
NCS (USA)3 8.5 (0.8) 14.1 (0.9) 1.6 13.4 (0.7) 24.7 (1.5) 1.8 16.1 (0.7) 6.6 (0.4) 0.4
NEMESIS (Netherlands)4 5.7 (0.4) 9.7 (0.5) 1.7 8.3 (0.5) 16.6 (0.6) 2.0 14.1 (0.6) 3.5 (0.3) 0.3
ANSMH (Australia)5 4.2 (0.5) 7.4 (0.4) 1.8 7.1 (0.5) 12.0 (0.6) 1.7 11.1 (0.7) 4.5 (0.4) 0.4
1 Crude gender ratio: female=male.
2 this Survey: German National Health Interview and Examination Survey, age: 18–65; Jacobi et al. (2002).
3 National Comorbidity Survey, age: 18–54; Kessler et al. (1994).
4 Netherland Mental Health Survey and Incidence Study, age: 18–64; Bijl et al. (1998).
5 The Australian National Survey of Mental Health and Well-Being, age: 18–99; Andrews et al. (1999).
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cated a higher prevalence of mental disorders in the
lower social classes, though perhaps only for women
(Weissman and Myers, 1978; Brown and Harris, 1978;
Surtess et al., 1983; Robins et al., 1991; Kessler et al.,
1994b). Higher rates for women may also reflect issues
related to the fact that they may be subject to more
significant, or more upsetting stressful life events or
chronic difficulties (Brown et al., 1987; Bebbington
et al., 1991; Nazroo et al., 1997; Wilhelm et al.,
2002), low social support (Brown and Andrews,
1986; Fuhrer et al., 1992; Agrawal et al., 2002), victi-
mization and adverse experiences in childhood (e.g.
sexual or physical abuse or parental separation=divorce
with resulting lack of child-care in early years;
Cutler and Nolen-Hoeksema, 1991; Rodgers, 1994;
Bebbington, 1998; Rennison and Welchans, 2000),
and maladaptive coping styles (Hobfoll et al., 1994;
Nolen-Hoeksema et al., 1994). Other issues suggested
to contribute to a higher risk of common mental dis-
orders among women have been social roles, such as
marital and employment status (unequal adult gender
role stresses; Vazquez-Barquero et al., 1992; Cramer,
1993; Kessler et al., 1993; Dennerstein, 1995;
Loewenthal et al., 1995; Bekker, 1996; Daradkeh et al.,
2002; Kendler et al., 2002). Yet, in light of contra-
dictory findings, the reason for these differences
remains unclear.
A particular problem of gender research in the field of
mental disorders is the widespread neglect of direct
comparisons between women and men: for example, a
finding of an increased rate of mental disorders in single
mothers from low social classes (e.g. Brown and Moran,
1997) does not in itself tell us if this association is
gender-specific or due to the combination of single par-
enthood and low social class that applies for men as
well.
The purpose of this paper is to investigate whether
sociodemographic factors such as age=birth cohort, mar-
ital status or social class are differentially associated
with mental disorders by gender, or whether these fac-
tors apply for women and men equally.
Specific research questions addressed are: (1) Which
sociodemographic factors (univariate and stratified) are
significantly associated with the prevalence of mental
disorders in men? (2) Which sociodemographic factors
(univariate and stratified) are significantly associated
with the prevalence of mental disorders in women?
(3) Do the factors examined act differentially in




Findings are based on the Mental Health Supplement of the
German National Health Interview and Examination Survey
(GHS-MHS) in 1999. The GHS sample was drawn from popu-
lation registries (N¼ 4181) and can be regarded as representa-
tive according to the age, sex and community type criteria for
the adult German population aged 18–65. The GHS consisted of
a core survey (GHS-CS) and several supplemental surveys
including the Mental Health Supplement (GHS-MHS). For
financial and logistical reasons, the data for mental disorders
in the GHS-MHS were gathered using a two-stage design. The
first stage entailed the administration of a screening question-
naire for mental disorders at the end of the medical examination
for the core survey described above. The second stage involved
the administration of a complete, structured, clinical interview
used to obtain DSM-IV mental disorder diagnoses to all from
the core survey who screened positive for a mental disorder and
50% of those who screened negative. Due to the resulting over
sampling of screen positives in the GHS-MHS, data were
weighted in the later analyses. Further detailed description of
aims, design, reasons for non-participation, analyses of non-
respondents, and methods of the GHS-MHS is available else-
where (Bellach et al., 1998; Thefeld et al., 1999; Jacobi et al.,
2002). The sociodemographic characteristics of the sample are
shown in Table 2.
Assessment
The assessment of mental disorders (namely the DIA-X-M-
CIDI, Wittchen, 1994; Wittchen and Pfister, 1997; Jacobi et al.,
2002) is based on a modified version of the World Health
Organization CIDI (Version 1.2; WHO, 1997). The DIA-X-M-
CIDI is a fully structured interview that allows the assessment of
symptoms, syndromes, 4-week-, 12-month-, and selected life-
time-diagnoses of a wide range of mental disorders according to
DSM-IV (APA, 1994) and ICD-10 (WHO, 1991). The present
paper focused on the following aggregated diagnoses: Substance
use disorders, mood disorders, anxiety disorders, and somato-
form disorders.
Psychometric properties of the CIDI were found to be accep-
table to very good (Wittchen, 1994; Lachner et al., 1998; Reed
et al., 1998). In addition, the interview contained further assess-
ment modules, including questions on sociodemographic vari-
ables. It is important to note that no evidence of sex differences in
reliability or validity of the CIDI diagnosis has been reported
(Kessler, 1998). The social class index used is calculated from
information on education, current job status, and household net
income (Winkler-Schicht-Index; Winkler and Stolzenberg, 1998).
Analytic strategy
Psychiatric diagnoses reported below are based on DSM-IV
(weighted data). Univariate and multivariate logistic regres-
sions with odds ratios (OR) were used for binary response
to describe the association between gender, mental disorders
and their correlates (controlling for confounding variables
Gender differences in mental disorders
such as age). Since our main interest was to examine the
differences between males and females with regard to mental
disorders, the analyses were performed for males and females
separately and jointly (i.e. tested for interaction effects
between gender and correlates). Analyses were performed
using Stata software package, release 7.0 (StataCorp., 2001).
All odds ratios reported below are statistically significant at
the 5% level.
Results
Figure 1 shows associations between sociodemographic
factors and the diagnosis of any investigated mental dis-
order by gender (note that only significant odds ratios
are shown; reference groups see Tables 3 and 4). Men
show a reduced risk for any mental disorder in higher
Table 2. Sociodemographic correlates for women and men (GHS-MHS; N¼ 4181; men: 50.3%, women: 49.7%); Prevalence and Odds ratios1
Total Men Women OR2 95% ci
N % % %
Age
18–34 1441 34.5 35.0 33.9 0.9 0.82–1.10
35–49 1421 34.0 34.3 33.7 1.0 0.84–1.12
50–65 1319 31.6 30.7 32.4 1.1 0.93–1.25
Marital status
married 2625 64.1 63.6 64.5 1.1 0.92–1.22
single 1021 24.9 28.8 21.0 0.7 0.56–0.77
separated=divorced=widowed 452 11.0 7.6 14.5 2.1 1.65–2.64
School
Hautpschule (9 years) 1584 38.6 40.2 37.0 0.9 0.77–1.03
Realschule (10 years) 1336 32.6 29.4 35.8 1.4 1.17–1.57
Abitur (12–13 years) 1007 24.6 26.9 22.2 0.8 0.67–0.93
other 60 1.5 1.2 1.7 1.4 0.79–2.57
(still) no school education
completed
113 2.8 2.3 3.2 1.4 0.94–2.19
Employment status3
employed
fulltime 2043 49.8 69.5 30.1 0.2 0.17–0.23
15–34 h=week 330 8.1 1.4 14.8 12.6 8.15–19.3
<15 h=week 195 4.8 0.6 8.9 17.0 8.14–35.5
not employed
school=student 232 5.7 6.5 4.8 0.7 0.54–1.10
retired 398 9.7 9.9 9.5 0.9 0.75–1.24
unemployed 265 6.5 6.5 6.4 1.0 0.75–1.28
homemaker 296 7.2 0.1 14.3 128 32.0–523
Family status
no children 2442 59.5 60.4 58.6 0.9 0.82–1.09
1 child 772 18.2 17.9 19.8 1.1 0.95–1.36
2 þ children 889 21.7 21.7 21.7 1.0 0.85–1.19
single parent4 232 14.0 11.5 16.3 1.5 1.10–2.02
employed (fulltime) þ children5 845 41.5 47.6 27.2 0.4 0.32–0.51
employed (part time) þ children 293 55.9 22.9 58.6 4.7 2.19–10.3
Social class6
low 782 19.1 17.5 20.8 1.3 1.05–1.49
medium 2359 57.6 57.9 57.3 1.0 0.86–1.14
high 952 23.3 24.6 21.9 0.9 0.73–1.04
1 Data weighted for nonresponse and design factors in all analyses.
2 Odds ratios (OR) from logistic regression and 95% confidence intervals between gender (higher 1: more frequent in women, lower 1: more frequent in
men);  p<0.05.
3 ‘‘Other’’ employment status (e.g. Maternity leave. military or civil service) excluded from analyses.
4 Single parent: having no partner (married or not married) and having at least one child in the household; reference group: parent with partner (married
or not married).
5 Reference group: employment (fulltime) without children; N¼ 1193, 58.5%; employment (partime) without children; N¼ 232, 44.1%.
6 Index of social class (Winkler and Stolzenberg, 1998) derived from information on education. income and current (job) position.
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age (<50), when having children, or belonging to a
higher social class. Both women and men show an
increased association with any mental disorder when
beeing single or separated=divorced=widowed, or unem-
ployed. Beeing retired is associated with a higher rate of
any mental disorder only in women, whereas beeing a
single parent is associated with a higher rate of any
mental disorder only in men.
More detailed information (disorder specific, includ-
ing percentages and confidence intervals, also for non-
significant factors) are provided in Table 3 (women) and
Table 4 (men); the interaction between gender and cor-
relates of mental disorders is shown in Table 5.
Age=cohort
Except for substance disorders, where females from
older birth cohorts reported a significantly lower pre-
valence (OR¼ 0.2; Table 3), age effects played only a
minor role in the prevalence of mental disorders for
women. Males revealed significantly lower rates of
any mental disorders in the older age cohorts
(OR¼ 0.8; Fig. 1), mostly apparent among substance-
use disorders (OR¼ 0.3; Table 4), less so for de-
pressive disorders (n.s.). In contrast, higher rates of
somatoform disorders were found among older males
(OR¼ 1.6). The comparison between men and women
(Table 5) showed no significant interaction of sex and
cohort effects. Gender differences in the reported age
of first onset were also examined, revealing no change
over time (not shown in tables). In the younger cohorts,
both men and women similarly report an earlier first
onset of mental disorders.
Marital status
For men, being separated, divorced or widowed is asso-
ciated with a significantly increased likelihood of any
mental disorders, compared with being married (ORs
from 1.6 to 4.2).
Single, separated, divorced or widowed women also
have significantly higher prevalences of having any
mental disorders (except for somatoform disorders)
compared to married women (ORs from 1.4 to 6.0).
Furthermore, separated, divorced or widowed men have
an elevated risk of having a mood disorder (women vs.
men: OR¼ 0.5) or a somatoform disorder (OR¼ 0.5)
compared to the counterpart women (Table 5). Thus
being separated, divorced or widowed is associated with
increased likelihood of mental disorders in both women
and men, but this effect is much stronger in men (e.g.,
depression in married vs. separated=divorced=widowed
men: 8% vs. 20%; women: 16% vs. 22%). A closer
analysis of age-related heterogeneity in odds ratios over
the age groups in men and women revealed that, among
women only, the associations between not being married
and mental disorders were considerably lower in the
older age cohorts.
Employment status
Among men, unemployment was associated with an ele-
vated risk of mental disorders (ORs from 1.9 to 3.1,
except for substance disorder, where associations were
marginally insignificant; Figure 1, Table 4) compared
with working fulltime. The same trend emerged among
women (ORs from 1.8 to 2.1, except for substance and
somatoform disorders; Figure 1, Table 3). Being retired
is associated with increased rates of depression only in
women (OR¼ 3.4; interaction between gender and
retired: OR¼ 2.6). Being retired is generally associated
with less children at home and with a reduced number of
significant others in general, but there is no interaction
with gender.
Table 5 shows that there are no further significant
gender differences in any of the other employment cate-
gories compared with fulltime employment. We found
no remarkable differences in odds ratios across age
groups in males and females.
Fig. 1. Associations between sociodemographic factors and the diag-
nosis of any mental disorder by gender; only significant (p<0.05) odds
ratios are shown (<1 reduced and >1 elevated risk for any investi-
gated disorder; men, women; reference groups see Tables 3 and 4);
GHS-MHS, N¼ 4181
Gender differences in mental disorders
Number of children
The presence of children in the subject’s household has
little impact on a female subject’s rate of mental disor-
ders (Table 3). Men with two or more children are less
likely to fulfil diagnostic criteria for mental disorders
compared to men without children. This is the case par-
ticularly for mood disorders (OR¼ 0.6). The compari-
son between men and women (Table 5) reveals that there
are no significant gender differences in the association
Table 3. Sociodemographic correlates of major diagnostic subgroups (12-month) for women (GHS-MHS, N¼ 2079; N¼ 769 women with at least one
diagnosis): Prevalence and Odds ratios1
Any substance disorder7 Any depressive disorder8 Any anxiety disorder9 Any somatoform
disorder10
% OR2 95% ci % OR2 95% ci % OR2 95% ci % OR2 95% ci
Age
18–34 2.9 13.4 20.0 14.9
35–49 1.7 0.6 0.3–1.2 16.8 1.3 0.9–1.7 19.4 1.0 0.7–1.2 15.2 1.0 0.8–1.4
50–65 0.6 0.2 0.1–0.6 15.9 1.2 0.9–1.6 19.9 1.0 0.8–1.3 14.9 1.0 0.7–1.3
Marital status
married 0.7 13.1 17.7 14.4
single 3.7 2.7 1.2–6.4 17.3 1.2 0.9–1.8 23.0 1.4 1.1–1.9 15.0 1.1 0.8–1.7
separated=divorced=
widowed
3.6 6.0 2.4–15.0 23.2 1.9 1.4–2.7 23.7 1.4 1.1–1.9 15.4 1.1 0.7–1.5
Employment status3
employed
fulltime 1.3 12.9 17.2 14.5
15–34 h=week 2.1 2.1 0.7–6.0 11.0 0.9 0.6–1.5 20.8 1.3 0.9–1.9 16.5 1.2 0.8–1.8
<15 h=week 0.5 0.5 0.1–4.0 14.9 1.3 0.8–2.2 16.1 1.0 0.6–1.5 9.8 0.6 0.4–1.2
not employed
school=student 5.3 2.0 0.6–6.9 17.5 1.1 0.6–2.1 20.6 1.0 0.6–1.8 13.7 0.9 0.5–1.7
retired 1.1 3.2 0.4–25.9 26.0 3.4 2.0–5.7 23.8 1.7 0.9–3.2 20.3 1.6 0.9–2.7
unemployed 2.6 2.3 0.7–7.7 21.3 2.1 1.3–3.4 27.3 1.9 1.2–2.9 17.7 1.3 0.8–2.1
homemaker 0.7 0.8 0.2–3.8 17.5 1.8 1.2–2.8 19.5 1.3 0.9–1.9 10.8 0.7 0.5–1.1
Family status
no children 1.6 15.8 18.8 17.8
1 child 1.9 0.8 0.3–1.9 16.1 1.0 0.8–1.5 21.7 1.2 0.9–1.6 17.2 1.2 0.9–1.7
2þ children 2.2 1.0 0.4–2.2 14.0 0.9 0.6–1.3 19.9 1.0 0.8–1.4 12.4 0.8 0.6–1.2
single parent4 6.9 6.8 2.7–16.9 20.0 1.5 0.9–2.5 25.6 1.4 0.8–2.7 12.9 0.8 0.5–1.5
employed (fulltime) þ
children5
0.0 1.0 0.9–1.0 13.2 1.2 0.7–2.2 16.7 1.0 0.6–1.5 15.7 1.1 0.6–1.9
employed (part time) þ
children
2.4 12.2 0.3–546 13.5 0.7 0.4–1.5 23.2 1.8 0.9–3.1 15.6 1.9 0.9–4.0
Social class6
low 3.0 20.1 21.8 16.2
medium 1.3 0.4 0.2–0.9 15.6 0.7 0.5–1.0 20.2 0.9 0.7–1.2 14.3 0.9 0.6–1.2
high 1.4 0.5 0.2–1.4 11.1 0.5 0.3–0.7 16.6 0.7 0.5–1.0 14.2 0.9 0.6–1.3
1 Data weighted for nonresponse and design factors in all analyses; DSM-IV hierarchy rules were dropped; age distributions available on request.
2 Odds ratios (OR) from logistic regression and 95% confidence intervals among women, controlled for age; reference groups: first category of the
respective correlate, not having the disorder under consideration; p<0.05.
3 ‘‘Other’’ employment status (e.g. Maternity leave, military or civil service) excluded from analyses.
4 Single parent: having no partner (married or not married) and having at least one child in the household; reference group: parent with partner (married
or not married).
5 Reference group: employment (fulltime) without children.
6 Index of social class (Winkler and Stolzenberg, 1998) derived from information on education, income and current (job) position.
7 Abuse or dependence (without nicotine).
8 Major Depressive Disorder, Dysthymic Disorder, Bipolar I Disorders, Bipolar II Disorders, single hypomanic episode.
9 Without Posttraumatic Stress Disorder.
10 Somatization Disorder, Undifferentiated Somatization Disorder, Somatic Symtom Index SSI4,6 (Escobar et al., 1989), Hypochondriasis, Pain
Disorder.
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between number of children and the prevalence of
mental disorders. Further, no consistent pattern in inter-
actions with age groups in males and females was found.
Single parenthood
12% of the fathers and 16% of the mothers in our sample
were single parents. Among them, 17% of the women
were separated (men: 11%), 56% single (men: 82%),
19% divorced (men: 4%) and 8% widowed (men: 4%;
not shown in tables). Single mothers tend to be more
likely to report the presence of mental disorders than
non-single mothers, but these differences do not reach
statistical significance (Table 3). In contrast, single
fathers have significantly higher rates of substance use
disorders (OR¼ 2.6) and mood disorders (OR¼ 2.7),
Table 4. Sociodemographic correlates of major diagnostic subgroups (12-month) for men (GHS-MHS, N¼ 2102; N¼ 532 men with at least one
diagnosis): Prevalence and Odds ratios1
Any substance disorder7 Any depressive disorder7 Any anxiety disorder7 Any somatoform
disorder7
% OR2 95% ci % OR2 95% ci % OR2 95% ci % OR2 95% ci
Age
18–34 12.3 9.4 7.9 5.7
35–49 5.3 0.4 0.3–0.6 8.5 0.9 0.6–1.4 10.0 1.3 0.9–1.9 7.3 1.3 0.8–2.0
50–65 3.6 0.3 0.2–0.5 7.6 0.8 0.5–1.2 9.7 1.2 0.8–1.8 8.6 1.6 1.1–2.4
Marital status
married 4.7 6.4 8.7 6.7
single 12.6 1.8 1.1–3.3 10.2 1.6 1.1–2.7 9.4 1.2 0.7–1.8 5.9 1.0 0.6–1.7
separated=divorced=
widowed
9.5 2.1 1.1–3.9 21.4 4.2 2.5–7.0 13.3 1.6 1.1–2.7 14.4 2.4 1.4–4.0
Employment status3
employed
fulltime 6.1 7.5 8.1 6.6
15–34 h=week 3.8 0.7 0.1–5.4 10.6 1.7 0.4–7.7 9.4 1.2 0.4–4.1 0.0
<15 h=week 0.0 2.7 0.4 0.1–3.4 11.6 1.6 0.3–9.5 9.2 1.3 0.2–10.6
not employed
school=student 14.0 1.4 0.7–3.0 8.1 0.9 0.3–2.3 6.0 0.7 0.3–1.4 2.4 0.4 0.1–1.2
retired 4.8 1.7 0.8–3.8 6.8 1.1 0.5–2.3 10.9 1.6 0.8–3.0 7.6 1.0 0.5–2.0
unemployed 9.9 1.8 0.9–3.5 18.7 3.1 1.8–5.2 19.2 2.8 1.7–4.5 14.4 2.3 1.3–4.1
homemaker 0.0 46.8 12.9 0.8–98 0.0 46.8 2.3 0.7–195
Family status
no children 7.3 9.7 9.9 7.9
1 child 7.3 0.8 0.5–1.4 7.4 0.7 0.4–1.1 8.8 0.9 0.6–1.4 5.5 0.7 0.4–1.2
2 þ children 7.4 0.9 0.6–1.4 6.7 0.6 0.4–0.9 7.6 0.7 0.5–1.1 5.7 0.8 0.5–1.2
single parent4 14.9 2.6 1.3–5.0 14.7 2.7 1.2–5.8 10.6 1.4 0.7–2.8 6.7 1.2 0.5–3.2
employed (fulltime) þ
children5
6.4 1.0 0.6–1.6 5.4 0.5 0.3–0.8 7.3 0.8 0.5–1.2 5.2 0.7 0.4–1.1
employed (part time) þ
children
11.7 1.0 0.9–1.1 15.4 4.6 0.6–36.8 3.5 0.7 0.1–2.9 0.0
Social class6
low 10.8 11.9 14.9 10.3
medium 7.0 0.7 0.5–1.1 8.5 0.6 0.4–0.9 8.7 0.5 0.4–0.8 7.0 0.6 0.4–1.0
high 5.7 0.7 0.4–1.3 6.7 0.5 0.3–0.8 6.5 0.4 0.2–0.6 4.9 0.4 0.2–0.7
1 Data weighted for nonresponse and design factors in all analyses; DSM-IV hierarchy rules were dropped; age distributions available on request.
2 Odds ratios (OR) from logistic regression and 95% confidence intervals among men, controlled for age; reference groups: first category of the
respective correlate, not having the disorder under consideration;  p<0.05.
3 ‘‘Other’’ employment status (e.g. Maternity leave, military or civil service) excluded from analyses.
4 Single parent: having no partner (married or not married) and having at least one child in the household; reference group: parent with partner (married
or not married).
5 Reference group: employment (fulltime) without children.
6 Index of social class (Winkler, 1998) derived from information on education, income and current (job) position.
7 For detailed information on included disorders see footnotes Table 3.
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compared to not-single fathers (Table 4). Overall, being
a single parent and having mental disorders does not
have significant gender differences (interaction between
gender and single parenthood; Table 5).
We also tested gender specific associations between
employment status, number of children at home and
mental disorders. Working fulltime without children
compared to working fulltime and having children was
associated with elevated odds of having a mood disorder
for men. The Odds Ratio indicated that men with chil-
dren are less likely to have a mood disorder (OR¼ 0.5)
than men without children. Concerning gender differ-
ences, women working fulltime with children seem to
be at a higher risk compared with their male counter-
parts, but these differences failed to reach significance.
No significant interactions with age group were found in
males and females. Note that these results do not depend
on children’s age (1–5 vs. 6–18 years, not shown in
tables).
Social class
Men from the lower social class have significantly higher
prevalences of all mental disorders compared to the mid-
dle and high social class (ORs from 0.4 to 0.6 for medium
or upper social classes, except for substance disorders).
Surprisingly, for women lower social class revealed a sig-
nificant impact only on mood disorders (Table 3, OR¼ 0.5
for upper class compared to the lower social class). The
analyses of interactions of social class with age group in
males or females revealed no stable and meaningful dif-
ferences across the categories of social class.
Multiple model
Besides the association of sociodemographic factors
within and between genders, we examined the effect
of these correlates and gender on the prevalence of hav-
ing any mental disorder. In a multiple analysis including
all factors, gender itself remains as a main effect.
Females, even when all factors are controlled for, had
significantly higher rates of mental disorders than males
(e.g. for any mental disorders OR¼ 1.62, 95% confi-
dence interval¼ 1.36–1.93).
Exposition to putative risk factors
Because not being married and being unemployed were
associated with higher rates in both women and men, we
investigated finally whether women or men tend to be
more exposed to these correlates. Women reported being
separated, divorced or widowed more frequently than
men do (14.5% vs. 7.6%), whereas men reported more
often to be a single (28.8% vs. 21.0%). Unemployment
was distributed equally in our sample among men and
women.
Discussion
This paper examined the association between sociode-
mographic factors and mental disorders for men and
women separately and the interaction between these fac-
tors and gender in order to assess the influence of socio-
demographic factors on gender differences in the
prevalence of mental disorders.
Sociodemographic factors matter – but they
seem to work similarly in women and men!
Although sociodemographic factors are significantly
associated with the prevalence of mental disorders, sur-
prisingly, only few of the examined sociodemographic
factors showed significant gender differences.
There are at least two plausible explanations for these
findings. One might be that some older epidemiological
studies with regard to gender differences are based on
analyses which ignore the distribution (base rates) of
the examined correlates within the sexes. In traditional
gender-studies, women’s role has been thought to be com-
plementary to men’s role (Parson and Bales, 1955).
Modern approaches discussing methodological designs
of ‘‘gender-studies’’ demand a detailed description of
the differences within men (Courtenay, 2000) and within
women (Doyal, 1995; Maschewsky-Schneider, 1996).
‘‘Boys will be ‘boys’ differently, depending upon their
position in social structures and, therefore, upon their
access to power and resources’’ (Messerschmidt, 1993,
p.87) – and this is also true for ‘‘girls’’.
According to Simon (2002), a second explanation for
the equity of putative risk factors in men and women
(opposed to earlier findings) refers to cultural changes:
there is currently greater involvement of women and
men in both the family and workplace, as well as greater
fluidity of e.g. marital status over the life course. Corre-
sponding to these role-related changes are changes in the
psychological meaning of the examined factors. Unfor-
tunately, we cannot examine beyond the inquiry of age-
cohort effects whether the presented evidence that the
emotional consequences of examined sociodemographic
correlates apply equally to men and women is due to
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these social changes. The reported correlates and their
interactions with gender did not differ consistently in
younger and older birth cohorts – but this does not con-
tradict the hypothesis that social changes have modified
the consequences of the sociodemographic factors for
men’s and women’s mental health because these
changes are likely to affect both younger and older
people.
Overall and stratified associations
between specific sociodemographic
factors and mental disorders
Age=cohort
True age effects cannot be validly separated from cohort
effects in a cross-sectional design. Thus, the examined
age variable rather represents birth cohort effects.
Except for substance use disorders (more frequent in
younger cohorts), there were no significant cohort
effects both in men and women. The female vs. male
ratios in the prevalence of mental disorders were very
similar across the age groups. This is in line with pre-
vious findings (Kessler, 1998). Overall, in both males
and females, no major and consistent differences in odds
ratios were found between sociodemographic factors
and diagnoses across age groups.
Marital status
Our data support results of studies which have reported
gender equality in the emotional benefits of being mar-
ried (Kessler and McRae, 1984; Horwitz et al., 1996;
Waite and Gallagher, 2000). This result is in contrast
to the sex-role theory of mental illness developed in
the 1960=70’s (Gove, 1972; Gove and Tudor, 1973).
This theory still plays an important role in sociological
research on gender and mental health; it argues that
marriage is advantageous for men’s mental health but
disadvantageous for women. However, consistent with
Gove’s sex-role theory our data suggest that separated,
divorced or widowed men are at higher risk of having a
mood or a somatoform disorder than women.
Investigations which examined the impact of marital
transition with longitudinal data are controversial: some
studies report that divorced or widowed men suffer more
from marital loss (Umberson et al., 1992) while others
show reverse patterns whereby divorce or widowhood
are more harmful for women (Aseltine and Kessler,
1993; Simon and Marcussen, 1999). Although there
are some other theoretical approaches in this field (e.g.
emotional-socialization explanations; Simon, 2002),
these controversial findings exemplarily reflect the diffi-
culty finding sufficient explanations for gender differ-
ences in mental disorders.
(Single) parenthood
Surprisingly, single mothers do not show elevated pre-
valences in mental disorders as compared to mothers
with a partner. In contrast, single fathers have elevated
risks for having a substance disorder or mood disorder as
compared to non-single fathers. This gender difference
seems not be explained by other adverse factors, since
single fathers report less often to be divorced or
widowed than women and have a higher income than
single mothers. These findings appear to be contradic-
tory to many studies where an association between sin-
gle parenthood and mental health was particularly found
in women (Brown and Harris, 1978; Roman-Clarkson
et al., 1988).
Most evidence that single mothers suffer more than
non-single mothers stems only from relatively few
mostly clinical studies from the USA (Sieverding,
1995). But the best sources for assessing gender differ-
ences both within and between the sexes in mental dis-
orders are generally community surveys (Bebbington,
1998). Patients in treatment settings usually represent a
small and highly selective segment of the full spectrum
of mental disorders. Thus, findings for putative risk fac-
tors might be biased by selection biases as well as the
severity of the studied condition (Wittchen, 2001).
However, beyond methodological explanations, the
impact of looking after children can be discussed con-
cerning role hypothesis (Rodin and Ickovics, 1990). But
since the patterns of social roles are of a very complex
nature due to the coverage of the high number of possi-
bly included variables (e.g. marital status, employment
and the attitude to the work, parenthood and its quality,
education, socio-economical variables), results on the
impact of parenthood were presented in a relatively
crude way.
Employment and family status
The negative impact of being unemployed compared
with working fulltime in our study does not differ
between women and men. As Loewenthal et al. (1995)
and Bebbington (1996) have pointed out, employment
has to be focused on in a differentiated way. Working
full-time and having a family seem to be associated with
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higher impairment, whereas working part-time and hav-
ing a family seems to be associated with lower impair-
ment. Working fulltime and having children compared
to working fulltime without having children was signifi-
cantly associated with a lower risk of having a mood
disorder only for men. Being retired was more frequent
in women and the only factor that acted more unfavour-
ably in women compared to men. This might be
mediated by the fact that retired women were more often
separated=divorced=widowed (71% vs. 29%), but not by
a reduced number of significant others or by less chil-
dren at home since the latter associations applied equally
for retired women and men.
The usual explanations for the associations between
poor mental health, employment and family status are
role conflict and overload (Elliot and Huppert, 1991;
Bebbington, 1998). The finding that employed women
with children do not show more mental disorders than
employed women without children, suggests that there
is at least no overload or role conflict which can explain
a part of the excess of mental disorders in women. Some
authors have stated a positive effect of multiple roles
(Thoits, 1983; Nolen-Hoeksema and Rusting, 1999) for
women that is also not in line with the present findings.
Multiple roles (working fulltime and having children)
were associated with a lower rate of mood disorders
only for men. This possibly indicates positive social role
experiences (e.g., having paid work and being a parent
without the main burden of childcare; Matthews et al.,
1998).
Social class
Surprisingly, our data suggest that a high social status is
‘‘protective’’ for men only. It has long been known that the
social environment is of critical importance for mental
health, but the role of gender has not been adequately
investigated (Astbury, 1999). Variations in morbidity rates
by social class are a consistent finding in epidemiology
(Dohrenwend, 1990; Kessler et al., 1994b; Stansfeld et al.,
1998). However, relevant factors for this association are
considered to be more chronically stressful conditions,
less experience of control and social support within people
of lower classes. Our data suggest that these negative
consequences of low social status seem to apply only for
men.
Distribution of putative risk factors between genders
Even though putative risk factors apply for both men and
women roughly the same, prevalence differences could
be due to differential exposition to these factors. Such
differences were only found in marital status, indicating
only a minor influence of social inequity between men
and women on gender differences in the prevalences of




Although the initial sample was relatively large, the sam-
ple size in some of the cells has been too small to
detect gender-specific interactions. This is especially
relevant for the following variables: ‘‘part time employ-
ment’’ (only 0.6% in men), ‘‘homemaker’’ (only 0.1% in
men) and in comparisons regarding substance disorders
(base rate only 1.7% in women).
Causal relationships
Significant associations between the investigated factors
and mental disorders reflect that they are symptoms,
maintaining factors or the consequences of having a
mental disorder. Given that our findings are based on
cross-sectional data (without retrospective data on puta-
tive risk factors or life events and their relationship to
mental health problems), it is impossible to support
either a social-causation hypothesis or the alternative
social-selection hypothesis. We do not know, for exam-
ple, whether men and women differentially select into
and out of marriage on the basis of their mental health
status. Thus, according to Kraemer et al. (1997) we
preferred to use the terms ‘‘putative risk factors’’ or
‘‘correlates’’ rather than ‘‘risk factors’’.
Restricted implications for treatment
Implications of the results are somewhat limited since
the investigated putative risk factors are either not mod-
ifiable or not specific enough for developing (gender-
specific) prevention or intervention strategies (Kessler,
2000). Future risk factor research should focus e.g. on
the gender-specific role of comorbidity in the prediction,
intervention planning and implementation with regard to
mental disorders. Since comorbidity has a strong influ-
ence on impairment and reduced quality of life, it may
be a modifiable risk factor for further illness course or
future impairment that can be more easily targeted than
sociodemographic correlates of mental morbidity.
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Biological factors not included
As a review by Piccinelli and Wilkinson (2000) sug-
gested, biological factors have only few direct effects
in the emergence of gender differences in depression,
but interactions are likely to exist between biological
and psychosocial determinants (Kessler, 2003). These
interactions could not be considered in the present
study.
Restricted age range
The present results apply only for adults and do not
solve problems concerning the lack of data in the field
of mental health in children and adolescents. But future
studies are already designed to satisfy the need for data
in younger ages. The US NIMH has initiated a survey
of adolescent mental health to begin collecting bio-
logical data on sex hormones and survey data on social
context and mental disorders from a nationally repre-
sentative sample of over 8000 adolescents in the age
range 12–17 (Kessler, 2003). In Germany also, a child
and adolescent survey is currently being carried out
in a nationally representative sample (Robert Koch
Institut, 1998).
Artefactual explanations for gender differences
Finally, we want to address artefactual explanations
concerning gender differences in mental disorders.
Although it is not possible to evaluate all artefactual
possibilities here, it is unlikely that these factors play
an important role in the present analyses. Findings are
based on a general population sample (no help-seeking
bias). The diagnostic interview which was used for
assessment (DIA-X-M-CIDI; Wittchen, 1994) is a fully
structured interview (minimizing diagnostic bias).
According to recall bias (Ernst and Angst, 1992;
Wilhelm and Parker, 1994), it was assumed that women
recall emotional states better than men. In the present
study, the sex ratio does not increase with increasing
timeframe between diagnostic interview and assessed
symptoms (4-week, 12-month but not in the last 4
weeks, more than 12-month). This can be regarded as
(indirect) evidence against a gender-specific recall bias.
Furthermore, a reporting bias might be responsible for
their greater likelihood of meeting criteria for mental
disorders. If it was true that women report more (psy-
chological) symptoms than men, they should in par-
ticular report more symptoms than men who show a
similar level of quality of life. A separate analysis did
not support this hypothesis: when women and men
were parallelized by the subjective health-related quality
of life (assessed with the mental component scores of
the Medical Outcome Study Short Form-36 Health
Survey; SF-36, Brazier et al., 1992; McHorney et al.,
1993), the gender difference in the prevalence of mental
disorders disappeared. However, this analysis does at
least not really disprove the hypothesis, since women
may also report worse quality of life, particularly on a
self-report measure. Further and more detailed analyses
that would allow us to evaluate the reporting bias are
not possible with the present data set. Further re-
search regarding this is clearly needed (Stone et al.,
2000).
Generalization
The results are based on standardized assessment instru-
ments with an internationally established reliability
allowing for direct comparisons with other studies using
the same assessment methods. Nevertheless the findings
might not apply for other countries besides Germany,
where the study was conducted. The fact that society-
specific aspects can have a significant influence on the
prevalence of mental disorders has, for example, been
found in a separate analysis using the same data set:
Jacobi et al. (in press) found that even former East and
West Germany vary slightly but significantly regarding
their prevalence (even after controlling for risk factors
such as unemployment, which is much higher in East
Germany). But despite all existing differences in social
and medical systems, we still believe that the study’s
results can at least be applied to ‘‘Western’’ developed
nations, e.g. according to the United Nations’ classifica-
tion of nations (United Nations, 2001), where Germany
belongs to group ‘‘A’’, together with, e.g., Canada,
U.S.A., United Kingdom, Italy, Australia, or New Zeal-
and (on the basis of a mortality index). In those coun-
tries, sociodemographic characteristics as shown for this
sample are quite comparable – presumably as well as
their relation to rates of mental disorders. However, glo-
bal cross-cultural similarities and differences do not
necessarily reflect all the unique ethnic, sociodemo-
graphic, geographic, and other influences between and
within each of these countries. Attitudes, beliefs, and
value systems may be (sub-) culturally mediated, which,
in turn, may play a role in the kinds of problems that
men and women experience. Unfortunately, ethnicity
cannot be investigated in our study since migrants and
many foreigners had to be excluded due to language
problems.
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Conclusion
Gender differences in the prevalence
of mental disorders cannot be explained
by the examined sociodemographic factors
The emotional advantages or disadvantages of marital
status, employment status, number of children, parent-
hood and social class overall apply equally to men and
women. Also the hypothesis that women are more often
exposed to the common risk factors could not be sup-
ported. Thus, our findings suggest that ‘‘female gender’’
in itself remains the strongest single predictor for mental
disorders.
With regard to these results and the limitations
described above, we support the idea that further epide-
miological studies of gender differences in mental dis-
orders concerning psychosocial correlates should focus
on (1) interactions between gender and sociodemo-
graphic correlates with longitudinal data, (2) investiga-
tions of modifiable risk factors (e.g. comorbidity, coping
or cognitive styles) in a (3) disorder-specific approach.
Furthermore, the impact of DSM-IV diagnoses on
impairments=disabilities and help seeking should be dif-
ferentially investigated in women and men. Until then
psycho-sociological determinants of gender differences
in common mental disorders are still far from being
understood.
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2. Was living in the former GDR disadvantageous for mental health? 
 
Beyond a mere description of prevalence and incidence, epidemiological studies can be designed to 
test specific hypotheses generated from clinical studies or basic theoretical assumptions. The 
descriptive question of regional differences in the field of mental health is per se important for health 
care planning, but the following section focuses rather analytical questions. 
 
The GHS-MHS took place in Western (“old” FRG) and Eastern (former GDR) Germany around ten 
years after the reunification. The fundamental changes after the reunification in particular in Eastern 
Germany can be regarded as a “natural experiment”, and within the investigation of the nature of 
mental disorders it is of special interest if socialization in two very different political and economic 
systems and very different consequences of the reunification might be associated with mental health 
on a population level.  
 
The following section is based on: 
 
B2. Jacobi, F., Hoyer, J. & Wittchen, H.-U. (2004b). Seelische Gesundheit in Ost und West:Analysen 





2.1 Background and research questions 
 
Starting point of the present article were indications and basic assumptions implying a poorer mental 
health status in East Germany (i.e. former GDR): 
 
• Several questionnaire based studies after the reunification indicated poorer mental health at a 
symptom level: self report measures revealed higher levels of anxiety (Margraf & Poldrack, 2000), 
depressive symptoms, somatic symptoms and unspecific complaints, and lower levels of quality of 
life (Brähler et al., 2002). 
 
• Restricted degrees of freedom in the former GDR might result in a state of helplessness, 
pessimism and a passive coping style; therefore people who grew up in the GDR might be 
particulary prone to depressive states and depression (Oettingen & Seligman, 1990). 
 
• The fundamental changes after 1989 might be may be considered as critical life events. Especially 
for those in East Germany, life circumstances drastically changed, and individuals were 
increasingly required to adopt and develop new coping capabilities. In addition to new 
opportunities and freedom, there was threatening uncertainty about the future. Theories of life 
events and stress postulate that threat events have an negative impact on human wellbeing; thus 
 42
it can be expected that there would be an increased rate of psychiatric morbidity especially in the 
Eastern part of Germany (Achberger et al., 1999). 
 
However, findings with different self report measures were heterogeneous (Achberger et al., 1999; 
Basten et al., 1994; Berth & Brähler, 1999; Brähler et al., 2002; Wittchen et al., 1994), and empirical 
data on mental health in terms of mental disorders as manifest DSM-IV diagnoses had not been 
available before the GHS-MHS. Against this background we aimed to use the GHS-MHS data to 
compare Eastern and Western Germany at the following levels: 
 
• Lifetime and 12-month prevalence of manifest mental disorders (DSM-IV) 
• Health related quality of life (SF-36; Bullinger & Kirchberger, 1997) 
• Psychological and psychophysiological complaints (Beschwerden-Liste; von Zerssen & Koeller, 
1976) 
• Life satisfaction (rating scales) in several life domains 
 
Beyond the investigation of potential mental health related disadvantages in the former GDR this multi-
level analysis gives the opportunity to compare different assessment methods in the same sample. 
The heterogeneity of results might be explained by the heterogeneity of the methods used in different 
studies. In this context, also a further question is of special interest: Can manifest disorders be 
assessed (or be derived from) self report scales on mood and satisfaction, or are DSM-IV diagnosis 





First we conducted a comparison between GHS-MHS respondents from Eastern and Western 
Germany with regard to sociodemographic variables and somatic health status. Table 1 (from Jacobi 
et al., 2004b) indicates the following significant differences: 
 
• Lower percentage middle class (56% vs. 60%) and higher percentage upper social class (23% vs. 
20%) in the West; lower unemployment rate (4% vs. 14%) in the West 
 
• Poorer physical health in the West (29% vs. 34% no somatic diagnosis; 26% vs. 19% three or 
more somatic diagnoses; somatic diagnoses had been assessed in the GHS-CS, see chapter A) 
 
To control for these differences the following analyses were adjusted for these variables in order to 






Findings summarized in Table 2 (from Jacobi et al., 2004b) clearly reveal that the hypothesis of higher 
rates of mental disorders in subjects living in the former GDR is not supported: 
 
• The presence of any 12-month diagnosis is even higher in the West (32% vs. 28%), and also 
more severe cases – operationalized as being highly comorbid (three or more diagnoses) – are 
more prevalent in the west (20% vs. 16%). 
 
• At the level of single diagnostic categories we find significantly higher rates in the West in 
substance use disorders (4.8% vs. 3.3%), depressive disorders (11.5% vs. 8.3%), social phobia 
(2.2% vs. 1.2%), and undifferentiated somatoform disorder (11.6% vs. 8.6%). The other diagnoses 
show the same direction throughout but without reaching statistical significance (in part due to the 
above mentioned adjustment of socioeconomic differences). 
 
A similar picture emerges when examining the questionnaire data on health related quality of life: 
Western respondents show a higher likelihood to belong to the lowest quartile of the total sample in 
the overall mental health component (one of two sum scale of the SF-36), as well as in the subscales 
“vitality”, “social functioning” and “mental health” (Table 3 from Jacobi et al., 2004b). No differences 
were found in the other SF-36 subscales, the physical component score, and the Beschwerden-Liste. 
 
However, results on life satisfaction show an opposite direction: overall satisfaction as well as the 
subscales “work”, “housing/living conditions”, “place of residence/neighbourhood”, “financial situation” 






The study disconfirmed the hypothesis that – on the basis of a) theoretical considerations about 
depression, b) selected findings of poor quality of life and life satisfaction in Eastern Germany, and c) 
assumed higher stress levels due to life changes after the reunification compared to the West – higher 
rates of mental disorders can be expected in Eastern Germany. In fact, the identified (small) 
differences showed even an opposite direction. Differences cannot be explained by different base 
rates in covariates like age, gender, socioeconomic factors (e.g., unemployment) or somatic morbidity. 
Also methodological artifacts like differential response rates or response bias are very unlikely to be 
responsible for the results. 
 
These findings contradict the assumption that an objectively better economic situation represents a 
protective factor against mental disorders. The “better conditions” (in the West) seem to influence 
ratings on life satisfaction but not mental disorders on the level of diagnostic thresholds. Also the idea 
interpreting the former GDR as a “helplessness experiment” is not supported. Further, the somewhat 
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counterintuitive finding of a reverse relation between higher prevalence of mental disorders but lower 
life dissatisfaction/distress in the West (and vice versa in the East) calls for interpretation. 
 
The development of mental disorders as well as personal risk and protective factors in an individual 
are mediated by its close environment (e.g. family, school) rather than by global economic and political 
indicators. A general explanation for the more favourable findings in Eastern Germany could be that 
variables from the spectrum of social support might be more pronounced in the East, or likewise, that 
competition, enviousness and the tendency to social comparisons are more pronounced in the West. 
This could account in particular for lower rates of social phobia.  
 
With regard to illicit drug use disorders, higher lifetime rates in the West (12-month rates were also 
higher but not significant) can be attributed to availability (close to zero in the GDR – in the past years 
after reunification Eastern Germany seems to catch up). More difficult to explain is the higher 
prevalence of alcohol dependence in the West despite higher rates of harmful alcohol use and higher 
per capita consumption in the East (Kraus et al., 1994). It remains unclear if social drinking might be 
more prevalent and (functional) drinking alone less prevalent in the East. 
 
Further, it has to be kept in mind that even though a wide spectrum of mental disorders was assessed, 
some diagnoses have been missing in the GHS-MHS – especially some diagnoses associated with 
critical life events like post-traumatic stress disorder, adjustment disorder or the “post-traumatic 
embitterment disorder” recently proposed by Linden (2003). Thus, the picture drawn here might be 
incomplete. 
 
Those attempts for interpretation are not empirically based and call for further – longituninal – 
research. Did a disparity in the field of mental disorders already exist before 1989? Or have the 
differences at that time been even more pronounced and the East will catch up in all diagnoses in the 
near future? Was the twofold higher rate of “anxiety syndromes” (Beck Anxiety Inventory > 10) found 
in the East in 1994 (Margraf & Poldrack, 2000) a temporarily excess of anxiety symptoms after the 
reunification that has normalized until 1999 (fieldwork of the GHS-MHS)? Unfortunately, this kind of 
questions can only be answered prospectively. The identification of an assimilation between East and 
West with regard to mental disorders, or an augmentation of the found disparity will be of special 
interest in a possible next wave of the GHS-MHS. 
 
The fact that despite lower prevalence of mental disorders respondents from East Germany reported 
higher dissatisfaction in various life domains should not encourage the stereotype of an “always 
lamenting East German” because group differences of 2%-7% are (although significant) not very 
meaningful for the individual. Moreover, the domains of dissatisfaction (finance, work etc.) represent 
objective disadvantages in East Germany. But since it is a well established fact that mental disorders 
lower several facets of quality of life the finding of higher satisfaction ratings in the West remains 
somewhat counterintuitive. However, a further analysis of regional German distributions of mental 
disorders and satisfaction ratings revealed different correlations between those two concepts: a region 
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with a dissatisfied population does not necessarily show higher prevalences of mental disorders 
(Höhnow, 2007); or in other words: at a population level, satisfaction ratings are inappropriate 
indicators for mental morbidity. 
 
Finally it has to be emphasized that overall lower rates of mental disorders in East Germany do not 
imply a lower treatment need in that region. The supply of mental health care is much less favourable 
there compared to West Germany (Wittchen & Jacobi, 2001), and even though the definition of 
“treatment need” and “under-supply” still bears methodological problems it can be assumed that a 
huge gap is existing between the burden of mental disorders on the one hand and the availability for 
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Die hier berichteten Daten des Kernsurveys (SF-36, Zerssen-
Score, Zufriedenheitsratings, Indikator zum körperlichen Gesundheits-
zustand) wurden bereitgestellt vom Robert-Koch-Institut Berlin
(RKI; Leitung der Arbeitsgruppe Epidemiologie und Gesundheits-
berichterstattung: Dr. Bärbel-Maria Kurth). Der Bundesgesundheits-
survey kann als Datensatz (Public Use File) bezogen werden bei
Dr. Heribert Stolzenberg (stolzenbergh@rki.de; Kernsurvey) und bei
Dr. Frank Jacobi (jacobi@psychologie.tu-dresden.de; Zusatzsurvey
„Psychische Störungen“; vgl. auch Jacobi, 2003).
Zusammenfassung. Hintergrund: Bisher vorliegende Studien zur Häufigkeit psychischer Probleme und psychischer Störungen
in den alten und neuen Bundesländern zeigen widersprüchliche Befunde: während einige über keine bedeutsamen Unterschiede
berichten, haben andere auf eine bedeutsam schlechtere seelische Gesundheitslage in den neuen Bundesländern hingewiesen.
Fragestellung: 1. Haben Personen in den neuen Bundesländern häufiger psychische Störungen? 2. Weisen Personen in den neuen
Bundesländern eine schlechtere Lebensqualität und geringere Lebenszufriedenheit auf? Methode: Die Ergebnisse beruhen auf
einer bevölkerungsrepräsentativen Stichprobe von N = 4181 Personen der erwachsenen Durchschnittsbevölkerung im Alter von
18–65 Jahren (Bundesgesundheitssurvey 1998/99). Psychische Störungen nach DSM-IV wurden mit einem standardisierten diag-
nostischen Interview (M-CIDI), die gesundheitsbezogene Lebensqualität mit dem SF-36 beurteilt. Ergebnisse:  Die 12-Monats-
prävalenz psychischer Störungen beträgt 28 % (neue Bundesländer), bzw. 32 % (alte Bundesländer); das Lebenszeitrisiko beträgt
38,5 % gegenüber 44 %. Auch nach Kontrolle soziodemographischer und körperlicher Morbiditätsvariablen bestätigt sich
insgesamt sowie für die Einzeldiagnosen die tendenziell höhere Morbiditätsrate in den alten Bundesländern: Substanzstörungen,
unipolare Depressionen, somatoforme Störungen, soziale Phobien und Essstörungen waren zum Erhebungszeitpunkt in den alten
Bundesländern signifikant häufiger als in den Neuen. Hingegen ergab sich für die neuen Bundesländern eine geringfügig schlech-
tere Zufriedenheit in mehreren Lebensbereichen, während die subjektive gesundheitsbezogene Lebensqualität in den neuen Bun-
desländern signifikant besser beurteilt wird. Schlussfolgerungen: Die psychische Gesundheit (definiert als Abwesenheit manifes-
ter psychischer Störungen) der Bevölkerung in den neuen Bundesländern ist entgegen den Befunden früherer Fragebogenstudien
besser als die in den alten Bundesländern; lediglich die Lebenszufriedenheit ist  tendenziell schlechter! Diese Befunde unterstrei-
chen, dass die Prävalenzrate psychischer Störungen relativ robust gegenüber regionalen und gesellschaftlichen Einflüssen ist.
Schlüsselwörter: Prävalenz, psychische Störungen, Lebensqualität, Ost-West-Vergleich
Mental health in East and West Germany: Analyses of the German National Health Interview and Examination Survey
Abstract. Background: Previous findings on psychological problems and disorders in former West and East Germany have been
inconsistent. This can primarily be explained by different study methods (questionnaire, interview, expert ratings). Representative
studies using established valid and reliable interviews for diagnosing mental disorders are still missing. Objectives: To compare 1.
prevalence of mental disorders and 2. quality of life in West and East Germany. Methods: Presented data come from the Mental
Health Supplement of the German National Health Interview and Examination Survey (GHS-MHS; representative sample; age 18–
65; N = 4181) conducted in 1998/99, using the M-CIDI-interview to assess diagnoses of mental disorders according to DSM-IV.
Health related quality of life was assessed with the SF-36. Results: 12 month prevalence was 32 % in West and 28 % in East
Germany (lifetime: 44 % vs. 38.5 %). Taking different sociodemographic characteristics and somatic health status into account,
comorbidity as well as the following disorders are more prevalent in West Germany: substance use disorders, unipolar depressions,
social phobia, somatoform and eating disorders. Furthermore, there is a tendency to show poorer health related quality of life in the
West, whereas in some other areas regarding quality of life East Germans score little (but significantly) lower than West Germans.
Conclusions: Contrary to some former results and theoretical considerations, rates of mental disorders in former East Germany are
actually lower as compared to the West. The results confirm that prevalence estimates of mental disorders are rather stable and
robust across regions and societal influences.
Key words: prevalence, mental disorders, quality of life, East-West comparisons
Sind psychische Störungen in den Neuen Bundesländern
häufiger? Ist die seelische Gesundheit hier schlechter als
im Westen?
Diese Fragen sind für die Gesundheitsberichterstat-
tung und -versorgung von großer Bedeutung und haben
damit eine gesundheitspolitische Dimension. Ein theore-
tisches Interesse ergibt sich zusätzlich daraus, dass die
tiefgreifenden sozialen und ökonomischen Veränderun-
gen in den neuen Bundesländern Belastungsfaktoren für
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die Entstehung und Aufrechterhaltung psychischer Stö-
rungen, besonders der Depression (Oettingen & Selig-
man, 1990), darstellen könnten. Dies wäre im Hinblick
auf die Gültigkeit ätiologischer Modelle zu überprüfen.
Die empirische Basis zur Frage nach der seelischen
Gesundheit in Ost und West ist allerdings bei näherer Be-
trachtung durchaus nicht so breit, wie es die große Zahl
von Studien (vgl. Berth & Brähler, 1999) zu – im weites-
ten Sinne – psychosozialen Unterschieden zwischen Ost
und West vermuten ließe. Eine wesentliche Begrenzung
liegt dabei darin, dass die Mehrzahl der Studien sich auf
Fragebogenuntersuchungen beschränkt, die hinsichtlich
ihrer diagnostischen Aussagekraft hinsichtlich vorliegen-
der psychischer Störungen eingeschränkt sind (Hoyer
et al., 2002).
Diese Studien zeichnen im übrigen ein sehr inkonsis-
tentes Bild. Während eine Reihe von Studien (Achberger,
Linden & Benkert, 1999; Basten et al., 1994; Reanalyse
mehrerer früher Studien: Wittchen, Lachner, Perkonigg
& Hoeltz, 1994) keine Hinweise auf eine erhöhte psychia-
trische Morbidität in den neuen Bundesländern erbrach-
ten, schätzten Margraf und Poldrack (2000) eine fast dop-
pelt so hohe Prävalenz von Angstsyndromen im Osten.
Auch Brähler, Schumacher, Albani und Strauß (2002) fas-
sen eine ganze Reihe von Befunden zusammen, wonach
Ostdeutsche (teilweise erst in den letzten Jahren) einen
höheren „Beschwerdedruck“, höhere Angst und Depres-
sion und geringere Lebenszufriedenheit aufweisen. Die
Vergleichbarkeit der Studien ist allerdings durch die un-
einheitliche Erhebungsmethodik (unterschiedliche Frage-
bogenverfahren, Interviews), durch Stichprobeneffekte
(unterschiedliche Alterskohorten) und Zeiteffekte (Zeit
seit der Wiedervereinigung) eingeschränkt. Auf Grund
des weitgehenden Verzichts auf aufwändige Expertenra-
tings oder diagnostische Interviews erlauben diese Studi-
en insgesamt weder eine verlässliche Abschätzung der
Gesamtprävalenz psychischer Störungen in Ost und West,
noch Aussagen über einzelne Störungsformen und ent-
sprechende Unterschiede zwischen neuen und alten Bun-
desländern.
Bundesweite Abschätzungen auf der Grundlage der
besser geeigneten modernen diagnostischen Kriteriensys-
teme ICD-10 (International Classification of Diseases,
Tenth Edition; WHO, 1993, 1997) oder DSM-IV (Diag-
nostic and Statistical Manual of Mental Disorders, Fourth
Edition; APA, 1994) ausgerichteten Interviewverfahren
versprechen hingegen eine verbesserte empirische Basis
für die Diskussion von Ost-West-Unterschieden. Den Er-
gebnissen des Zusatzsurveys „Psychische Störungen“ (Ja-
cobi et al., 2002; Jacobi et al., 2004; Jacobi, Klose & Witt-
chen, in press;Wittchen et al., 1999), der den 1998/99 vom
Robert-Koch-Institut auf der Basis einer repräsentativen
Bevölkerungsstudie durchgeführten Bundesgesundheits-
survey (BGS; Bellach et al, 1998) ergänzt und in dem eine
strukturierte klinisch-psychologische Diagnostik einge-
setzt wurde, kommt deshalb in diesem Zusammenhang er-
hebliche Bedeutung zu. Vor diesem Hintergrund bearbei-
tet die vorliegende Arbeit auf der Basis der Daten des
BGS-Zusatzsurveys folgende Fragestellungen: Gibt es –
von wesentlichen soziodemographischen Störvariablen
unabhängige – Unterschiede zwischen Ost- und West-
deutschen hinsichtlich
1. Lebenszeit- und 12-Monatsprävalenz der häufig-
sten psychischen Störungen nach DSM-IV (Substanzstö-
rungen, affektive Störungen, Angststörungen und soma-
toforme Störungen),
2. gesundheitsbezogener Lebensqualität (SF-36; Bul-
linger & Kirchberger, 1997),
3. psychischen Beschwerden (Beschwerden-Liste;
von Zerssen & Koeller, 1976), sowie der
4. Zufriedenheit in anderen Lebensbereichen (Rating-
skalen).
Ferner erlauben die vergleichenden Ergebnisanalysen
zu den Interview- und Fragebogendaten eine Aussage zur
eingangs genannten Frage, ob und inwieweit die bisherige
Inkonsistenz der Befunde auch auf die Art der Erhebungs-
methoden zurückzuführen ist, wie dies verschiedentlich
vermutet wurde (Brähler et al., 2002; Wittchen et al., 1994).
Methoden
Design, Methodik und Gesamtstichprobe des Bundesge-
sundheitssurveys sind andernorts ausführlich beschrieben
(Jacobi et al., 2002; Wittchen et al., 1998a), weshalb im
folgenden nur Basisangaben berichtet werden.
Design und Stichprobe: Im Kernsurvey des Bundes-
gesundheitssurveys, der vom Robert-Koch-Institut (Ber-
lin) 1998/99 durchgeführt wurde, wurde eine repräsenta-
tive Erwachsenenstichprobe (18–79 Jahre; N = 7124;
Ausschöpfungsquote: 61%) hinsichtlich des körperlichen
Gesundheitsstatus untersucht; außerdem liegen aus dem
Kernsurvey umfangreiche Fragebogendaten zu soziode-
mografischen und gesundheitsrelevanten Bereichen vor.
An einer Teilstichprobe der 18–65-jährigen wurde ergän-
zend der Zusatzsurvey „Psychische Störungen“ vom Max-
Planck-Institut für Psychiatrie (München) durchgeführt
(N = 4181; Ausschöpfungsquote: 88%). Die Begrenzung
auf bis 65-jährige war unter anderem der Tatsache ge-
schuldet, dass die Validität von CIDI-Diagnosen für älte-
re Personen noch nicht hinreichend geklärt ist (Knäuper
& Wittchen, 1994). Um die Repräsentativität der Ergeb-
nisse für Deutschland zu gewährleisten, wurden die Teil-
nehmer in Abhängigkeit von Geschlecht, Alter, Region
und Designfaktoren so gewichtet, dass sie der bundeswei-
ten Verteilung der 18–65-jährigen vom 31.12.1997 ent-
sprechen (nähere Informationen zu Gewichtung, Feldar-
beit etc. bei (Bellach et al., 1998; Jacobi, 2002 ; Potthoff
et al., 1999; Winkler et al., 1998; Wittchen et al., 1999).
Die Ausschöpfungsquote der Stichprobe war in alten
und neuen Bundesländern insgesamt gleich. Eine Stich-
probenbeschreibung aufgeschlüsselt nach alten und
neuen Bundesländern findet sich in Tabelle 1. West-Ost-
Unterschiede zeigen sich einerseits bei sozioökonomi-
schen Faktoren (im Westen deutlich weniger Arbeits-
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losigkeit, sowie ein höherer Anteil Oberschicht im Sinne
des Schichtindex nach Winkler und Stolzenberg (1998).
Unterschiede bestehen auch beim körperlichen Gesund-
heitsstatus (im Westen seltener „gut“ und häufiger
„schlecht“). Letzterer bezieht sich auf die Anzahl körper-
licher Diagnosen im Kernsurvey und stellt dementspre-
chend nur einen groben Indikator dar; bei keiner körper-
lichen Krankheit wurde der Gesundheitsstatus als „gut“
bezeichnet (entspricht etwa dem unteren Quartil), bei 1–2
Krankheiten als „mittel“ (entspricht etwa den mittleren
beiden Quartilen) und bei drei oder mehr Krankheiten als
„schlecht“ (entspricht etwa dem oberen Quartil).
Diagnostische Fallfindung und Fragebogenmaße: Im
Zusatzsurvey wurde, neben anderen Erhebungsmodulen,
ein computergestütztes klinisches Interview eingesetzt
(Munich Composite International Diagnostic Interview,
DIA-X/M-CIDI; Wittchen & Pfister, 1997), das von
klinisch geschulten Interviewern in der Regel bei den
Teilnehmern zu Hause durchgeführt wurde; die durch-
schnittliche Interviewdauer lag bei 63 Minuten. Für 80%
der Teilnehmer betrug der Abstand zwischen Kern- und
Zusatzsurvey weniger als acht Wochen (Median: 24
Tage).
Das CIDI erlaubt die standardisierte Erfassung von
Symptomen, Syndromen und Diagnosen ausgewählter
psychischer Störungen gemäß den Kriterien von ICD-10
und DSM-IV, die Beurteilung von Beginn, Dauer und
Verlauf der Syndrome sowie des klinischen und psycho-
sozialen Schweregrades und resultierender Komplikatio-
nen; es weist in Abhängigkeit vom erfassten Störungsbe-
reich zufriedenstellende bis sehr gute psychometrische
Eigenschaften auf (Wittchen, 1994; Reed et al., 1998;
Lachner et al., 1998). Die Auswertung erfolgt computeri-
siert über das Standard-DIA-X/M-CIDI-Programm ge-
mäß den Kriterien von DSM-IV und den Forschungskri-
terien der ICD-10 und ist somit auswertungsobjektiv.
Den Ergebnissen zur Häufigkeit psychischer Diagno-
sen (die erfassten Störungen sind in der Fußnote der ent-
sprechenden Tabelle 2 aufgeführt) werden Fragebogen-
daten zur Lebensqualität und Lebenszufriedenheit zur
Seite gestellt. Die gesundheitsbezogene Lebensqualität
wurde mit den beiden Summenwerten zu psychischem
und körperlichem Bereich des Medical Outcomes Study
Short Form 36 Health Survey (SF-36; Ware & Sher-
bourne, 1992; McHorney et al., 1993; deutsche Version:
Bullinger & Kirchberger, 1998) erfasst. Berichtet werden
Tabelle 1. Soziodemographie und körperlichem Gesundheitsstatus im Bundesgesundheitssurvey 1998/99 in alten und
neuen Bundesländern  (Zusatzsurvey „Psychische Störungen“; 18–65 Jahre, N = 4181; gewichtete Daten)
Ost West OR1 95% KI
N % N % (West vs. Ost)
Geschlecht
Männer 434 50,6 1669 50,2 0,98 0,85–1,14
Frauen 423 49,8 1655 49,7 1,02 0,88–1,18
Alter
18–25 113 13,2 390 11,7 0,87 0,70–1,09
26–35 193 22,5 846 25,5 1,18 0,99–1,40
36–45 208 24,3 773 23,3 0,95 0,80–1,12
46–55 163 19,1 620 18,7 0,98 0,82–1,16
56–65 179 20,1 696 20,1 1,00 0,84–1,19
soziale Schicht2
Unterschicht 159 18,6 623 18,8 1,02 0,85–1,23
Mittelschicht 513 60,0 1847 55,6 0,85* 0,74–0,99
Oberschicht 173 20,2 779 23,4 1,23* 1,02–1,48




gut 295 34,4 957 28,8 0,78* 0,66–0,90
mittel 396 46,2 1501 45,1 0,96 0,83–1,12
schlecht 167 19,4 867 26,1 1,47* 1,24–1,74
Anmerkungen: 1 Odds Ratios (logist. Regression, West vs. Ost); * p <  0.05; 2 Soziale Schicht (Winkler & Stolzenberg, 1999); Index gebildet aus
Bildung, Berufstätigkeitsstatus und Haushalts-Nettoeinkommen; 3 Grober Indikator gebildet aus Anzahl der im Kernsurvey erfassten körperlichen
Krankheiten im letzten Jahr. Gut: 0 Krankheiten (etwa unteres Quartil der Gesamtstichprobe); mittel: 1–2 Krankheiten (entspricht etwa den mittlere
Quartilen), schlecht: 3 oder mehr Krankheiten (etwa oberes Quartil).
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sowohl Durchschnittswerte als auch der prozentuale An-
teil derjenigen mit einer besonders schlechten Lebensqua-
lität; da keine cut-off-Werte für „klinisch relevant ernied-
rigte“ SF-36-Werte existieren, wurde hierfür das unterste
Quartil gewählt.
Allgemeine, körperliche und psychische klinische Be-
schwerden wurden zudem anhand des Summenwertes der
Beschwerden-Liste (von Zerssen & Koeller, 1976) ausge-
wertet. Die Zufriedenheitswerte wurden anhand von 10
Ratingskalen für verschiedene Lebensbereiche ermittelt
(Arbeitssituation, Wohnung, Wohngebiet, Wohnort,
finanzielle Lage, Freizeit, Gesundheit, familiäre Situa-
tion, Beziehungen, Leben insgesamt).
Statistische Methoden: Berichtet werden (gewichtete)
Häufigkeiten (N, %). Das Vorliegen von Unterschieden
wird mit logistischer Regression (odds ratios (OR) mit
entsprechenden 95%-Konfidenzintervallen) geprüft. Die
berichteten ORs sind bei den klinischen Ost-West-Ver-
gleichen jeweils nach Geschlecht, Alter, sozialer Schicht,
Arbeitslosigkeit, sowie nach körperlichem Gesundheits-
zustand (gebildet aus der Zahl der körperlichen Diag-
nosen im Kernsurvey) kontrolliert, um deren Einfluss
konstant zu halten. Lebensqualität und klinische Be-
schwerden werden anhand der Mittelwerte und Standard-
abweichungen in den beiden Summenscores von SF-36
bzw. im Summenscore der Zerssen-Liste, und die Zufrie-
denheit anhand der 7-stufigen Ratingskalen (1: „sehr un-
Tabelle 2. Psychische Störungen in alten und neuen Bundesländern (CIDI/DSM-IV-12-Monats-Prävalenzen; Bundesge-
sundheitssurvey 1998/99; Alter 18–65; N = 4181; gewichtete Daten)
Ost West OR1 95% KI
N % N % (West vs. Ost)
psych. Störung auf Grund MKF 11 1,2 45 1,4 0,93 0,47–1,85
Substanzstörungen 28 3,3 160 4,8 1,65* 1,12–2,42
Abhängigkeit Alkohol 18 2,0 123 3,7 2,07* 1,32–3,23
Missbrauch ohne Abh. Alkohol 6 0,6 13 0,4 0,55 0,20–1,54
Abh./Missbr. illegale Substanz 4 0,5 25 0,8 1,92 0,68–5,41
mögliche psychotische Störung 15 1,7 93 2,8 1,58 0,99–2,53
affektive Störungen 80 9,3 419 12,6 1,49* 1,19-1,87
unipolare Depressionen 71 8,3 382 11,5 1,52* 1,20–1,93
bipolare Störungen 6 0,7 28 0,9 1,35 0,67–2,72
Angststörungen 124 14,4 481 14,5 1,03 0,83–1,27
Panikstörungen 24 2,8 74 2,2 0,74 0,48–1,16
Soziale Phobie 11 1,2 72 2,2 2,18* 1,23–3,83
sonst. Phobien2 93 10,9 345 10,4 0,96 0,76–1,21
Generalisierte Angststörung 8 0,9 55 1,7 1,87 0,92–3,82
Zwangsstörung 5 0,6 25 0,8 1,52 0,69–3,33
Somatoforme Störungen 74 8,6 387 11,6 1,37* 1,08–1,75
SSI4,6 25 2,9 156 4,7 1,62* 1,13–3,32
Schmerzstörung 57 6,6 284 8,5 1,31 0,98–1,73
Essstörungen 2 0,2 13 0,4 2,58 0,64–10,29
mindestens eine
der genannten Störungen 241 28,1 1060 31,9 1,22* 1,04–1,44
3+ der genannten Störungen4 38 15,9 212 20,0 1,49* 1,07–2,07
Anmerkungen: 1 die aggregierten Störungsgruppen umfassen folgende Einzeldiagnosen: irgendeine psychische Störung auf Grund eines medizinischen
Krankheitsfaktors (MKF), Abhängigkeit oder Missbrauch irgendeiner Substanz (außer Nikotin), mögliche psychotische Störung (Screening für Schizo-
phrenie und andere psychotische Störungen ohne weitere psychiatrische Differentialdiagnose), irgendeine affektive Störung (Major Depression, Dysthy-
mie, bipolare Störungen), irgendeine Angststörung (incl. Zwangsstörung, ohne Posttraumatische Belastungsstörung), irgendeine Somatoforme
Störung/Syndrom (incl. SSI4,6 (Escobar et al., 1989), ohne dissoziative und körperdysmorphe Störung), irgendeine Essstörung (Anorexia Nervosa,
Bulimia nervosa, atypische AN, atypische BN). 2 Agoraphobie ohne Panikstörung, spezifische Phobien, Angststörung NOS; 3 Odds Ratios (logistische
Regression, West vs. Ost), kontrolliert nach Geschlecht, Alter, Schichtindex (Winkler & Stolzenberg, 1998), Arbeitslosigkeit und körperlichem
Gesundheitsstatus; * p < 0.05. 4 Indikator für Komorbidität: innerhalb der Gruppe mit mindestens einer 12-Monats-Diagnose (N = 1301) der Anteil mit
mindestens drei der genannten Störungen (max. 13 möglich).
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zufrieden“ – 7: „sehr zufrieden“) berichtet; die inferenz-
statistische Quantifizierung der Unterschiede erfolgt mit
Gamma-Regressionen (mean ratios (MR) und entspre-
chenden 95%-Konfidenzintervallen; ebenfalls kontrol-
liert nach Geschlecht, Alter, sozialer Schicht, Arbeits-
losigkeit und nach körperlichem Gesundheitszustand).
Die Gewichtung der Daten bei den inferenzstatistischen
Auswertungen wurde mittels der Huber-White-Sandwich-
Varianzschätzung (Binder, 1983; Royall, 1986; Wood-
ruff, 1971) berücksichtigt. Die Berechnungen wurden mit
der Statistik-Software STATA (Version 7.0; StataCorp,
2001) durchgeführt.
Ergebnisse
Auf Grund der Ähnlichkeit der Ost-West-Unterschiede
bei Lebenszeit- und 12-Monats-Prävalenz psychischer
Störungen werden in Tabelle 2 lediglich die 12-Monats-
Prävalenzen berichtet (entsprechende Tabelle für Lebens-
zeit-Prävalenzen auf Anfrage erhältlich; aggregierter Ost-
West-Vergleich für 4-Wochen-Prävalenzen bei Wittchen
et al., 1999). Die Einzeldiagnosen der aufgeführten ag-
gregierten Störungsgruppen – psychische Störung auf
Grund eines medizinischen Krankheitsfaktors, Substanz-
störungen, mögliche psychotische Störung, affektive
Störungen, Angststörungen, somatoforme Störungen,
Essstörungen – finden sich in Fußnote 1 der Tabelle 2.
Keine Unterschiede finden sich bei psychischen Stö-
rung auf Grund eines medizinischen Krankheitsfaktors,
möglicher psychotische Störung, bipolaren Störungen,
Panikstörungen, Phobien (außer Sozialphobie), Generali-
sierter Angststörung und Zwangsstörung. Alle im Folgen-
den genannten Unterschiede sind signifikant (p < 0.05),
wenn nicht anders angegeben.
Substanzstörungen sind im Westen häufiger anzutref-
fen als im Osten (4.8% vs. 3.3%; OR = 1.65), was auf die
erhöhte Rate an Alkoholabhängigkeit zurückzuführen ist.
Störungen im Zusammenhang mit illegalen Substanzen
sind im Westen nur auf der Ebene von Lebenszeit-Diag-
nosen signifikant erhöht (2,4% vs. 1,1%; OR = 2,29,
95%KI: 1,29–4.06; nicht in Tabelle aufgeführt).
Unipolaren Depressionen sind ebenfalls in den alten
Bundesländern häufiger (11.5% vs. 8.3%; OR = 1.52).
Bei den Angststörungen finden sich erhöhte Raten nur bei
der sozialen Phobie (2.2% vs. 1.2%; OR = 2.18). Die
Prävalenzraten für die häufigsten somatoformen Störun-
gen (Somatic Symptom Index SSI4,6 (Escobar et al., 1989)
als im Sinne des DSM unterschwellige Somatisierungs-
störung, sowie somatoforme Schmerzstörung) sind beide
im Westen erhöht, was wiederum zu mehr somatoformen
Störungen insgesamt führt (11,6% vs. 8,6%; OR = 1.37).
Abhängigkeit/Missbrauch illegaler Substanzen, mög-
liche psychotische Störungen, bipolare Störungen, und
Generalisierte Angststörung sind im Westen tendenziell,
aber nicht signifikant erhöht. Dies gilt auch für Schmerz-
störungen und Essstörungen, die allerdings auf der Ebene
von Lebenszeit-Diagnosen im Westen signifikant häu-
figer sind (Schmerzstörung lifetime: 13,5% vs. 9,9%;
OR = 1,43, 95%KI: 1,13–1,80; Essstörungen lifetime:
0,9% vs. 0,2%; OR = 4.34, 95%KI: 1,43–13,17; nicht in
Tabelle aufgeführt). Die einzigen Störungen, die tenden-
Tabelle 3. Gesundheitsbezogene Lebensqualität (SF-36) und klinische Beschwerden (Zerssen-Liste) in alten und neuen
Bundesländern (Bundesgesundheitssurvey 1998/99; Alter 18–65; N = 4181)
% in unterstem
Bereich Gesamt-
Skala Ost West Stichprobe1 OR2 95% KI
M SD M SD Ost West (West vs. Ost)
Lebensqualität
SF-36 (psychisch)3 51,5 7,9 50,2 9,1 17,3 23,3 1,44* 1,21–1,71
SF-36 (körperlich)3 49,5 8,7 49,1 8,8 20,7 23,5 1,09 0,91–1,32
physical functioning 88,3 18,4 87,6 18,4 20,1 23,1 1,11 0,91–0,34
role physical 86,1 29,2 83,6 31,1 23,7 27,2 1,13 0,95–1,34
bodily pain 69,7 25,2 67,4 25,4 19,8 22,3 1,09 0,91–1,32
general health perceptions 67,9 18,2 67,2 17,8 21,8 21,9 0,95 0,79–1,13
vitality 61,7 17,1 59,3 17,8 18,9 24,1 1,31* 1,10–1,55
social functioning 88,7 17,7 85,9 19,9 23,7 28,6 1,25* 1,07–1,47
role emotional 91,0 24,2 88,7 26,8 8,2 9,6 1,13 0,88–1,44
mental health 74,1 15,8 71,8 16,6 20,0 24,0 1,25* 1,05–1,48
klinische Beschwerden
Zerssen-Score 15,6 10,5 17,1 11,1 29,6 26,9 0,93 0,79–1,11
Anmerkungen: 1 Cutoff für den untersten Bereich in der Gesamtstichprobe ist der Wert, der dem untersten Quartil der jeweiligen Skala am nächsten
kommt; 2 Odds Ratios (logistische Regression, West vs. Ost) dafür, in das ungünstigste Quartil zu fallen; kontrolliert nach Geschlecht, Alter, Schicht-
index (Winkler & Stolzenberg, 1998), Arbeitslosigkeit und körperlichem Gesundheitsstatus; * p < 0.05. 3 Die beiden Summenscores des SF-36 („psy-
chisch“ und „körperlich“) sind so transformiert, dass sie einen Mittelwert von 50 und eine Standardabweichung von 10 haben.
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ziell (aber nicht signifikant) häufiger im Osten gefunden
wurden, sind Alkohol-Missbrauch und Panikstörungen.
Psychische Störungen sind untereinander oft komor-
bid. In den alten Bundesländern gibt es nicht nur eine er-
höhte Tendenz, im Zeitfenster von 12 Monaten irgend-
eine der erfassten psychischen Störungen zu haben
(31,9% vs. 28,1%; OR = 1.22), sondern auch hoch ko-
morbide Fälle (mindestens drei Störungen) sind bei den
Fällen mit mindestens einer psychischen Diagnose signi-
fikant häufiger (20,0% vs. 15,9%; OR = 1.49).
In den Durchschnittswerten der beiden Summen-
scores des SF-36 („psychisch“ und „körperlich“) finden
sich keine Ost-West-Unterschiede (Tabelle 3), wohl aber
beim Risiko, in das untere Quartil derjenigen mit der nied-
rigsten psychischen gesundheitsbezogenen Lebensquali-
tät zu fallen: auch hier sind Personen aus den alten Bun-
desländern häufiger betroffen („psychisch“ 23.3% vs.
17.3%; OR = 1.45; „körperlich“ 23.5% vs. 20.7%, OR =
1.09, n. s.). Diese Unterschiede sind insbesondere auf die
Unterskalen „Vitalität“, „soziales Funktionieren“ und
„psychische Gesundheit“ zurückzuführen. Hier erweist
sich übrigens die Kontrolle von Störvariablen bei den sta-
tistischen Vergleichen (hier insbesondere körperlicher
Gesundheitsstatus) als konservatives Vorgehen, da ohne
diese Kontrolle die ORs größer ausgefallen und fast alle
signifikant geworden wären.
Bei der klinischen Symptombelastung in der Be-
schwerden-Liste sind diese Unterschiede nicht zu ver-
zeichnen (bei allerdings einer nicht-signifikanten Ten-
denz im Osten, in das Quartil der am meisten Belasteten
zu fallen).
Die allgemeine Lebenszufriedenheit ist tendenziell in
den neuen Bundesländern schlechter: in sieben von zehn
Zufriedenheits-Bereichen finden sich hier etwas niedrige-
re Werte als in den alten Bundesländern (Tabelle 4). Wie
jedoch aus den (signifikanten) mean ratios (MR) zu erse-
hen ist, sind diese Unterschiede klein, denn die Interpreta-
tion des MR entspricht hier einer Erhöhung im Westen in
Prozent, also um 2% (Wohnung, Leben insgesamt) bis
7% (finanzielle Lage).
Keine Unterschiede finden sich bei der Zufriedenheit
mit der Gesundheit, der familiären Situation und allgemei-
nen Beziehungen.
Diskussion
Mit dem Zusatzsurvey „Psychische Störungen“, der im
Rahmen des Bundesgesundheitssurveys 1998/99 durch-
geführt wurde, liegen nun erstmals für West- und Ost-
deutschland Daten zu manifesten psychischen Störungen
nach den Kriterien des DSM-IV vor, die in einer reprä-
sentativen bundesweiten Stichprobe mit einer umfassen-
den und hinreichend reliablen und validen Erhebungsme-
thodik erhoben wurden. Das eingesetzte Diagnoseinstru-
ment, das M-CIDI, ist besonders sensitiv und erfasst fer-
ner komorbide Störungen ohne hierarchische Regeln
(Wittchen, 1994), was dazu führen könnte, das damit
insgesamt mehr Diagnosen vergeben werden, als mit eher
klinisch orientierten strukturierten Interviews wie dem
Strukturierten Klinischen Interview für DSM-IV (SKID;
Wittchen et al.,1996) oder dem Diagnostischen Interview
bei Psychischen Störungen (DIPS, Margraf et al., 1994),
Tabelle 4. Verschiedene Zufriedenheitsindikatoren1 in alten und neuen Bundesländern (Bundesgesundheitssurvey 1998/
99; Alter 18–65; N = 4181)
Ost West MR2 95% KI
Zufriedenheit mit ... N % N % (West vs. Ost)
Arbeitssituation bzw.
Hauptbeschäftigung 4.8 1.8 5.2 1.6 1,06* 1,03–1,08
Wohnung 5.7 1.3 5.9 1.3 1,02* 1,01–1,04
Wohngebiet 5.5 1.4 5.8 1.4 1,05* 1,03–1,07
Wohnort 5.5 1.3 5.8 1.4 1,05* 1,03–1,06
finanzielle Lage 4.5 1.6 4.9 1.6 1,07* 1,04–1,10
Freizeit 5.0 1.5 5.2 1.5 1,04* 1,02–1,07
Gesundheit 5.1 1.4 5.2 1.4 1,01 0,99–1,03
familiäre Situation 5.8 1.3 5.7 1.5 0,99 0,97–1,00
Beziehungen zu Freunden,
Nachbarn, Bekannten 5.8 1.1 5.9 1.2 1,00 0,99–1,02
Leben insgesamt 5.5 1.1 5.6 1.2 1,02* 1,00–1,03
Anmerkungen: 1 Rating-Skalaen zur Zufriedenheit im jeweiligen Bereich von 1 = „sehr unzufrieden“ bis 7 = „sehr zufrieden“; 2 Mean Ratio (gamma-
Regression, West vs. Ost); entspricht dem prozentualen Mittelwert West verglichen mit Ost; kontrolliert nach Geschlecht, Alter, Schichtindex (Winkler
& Stolzenberg, 1998), Arbeitslosigkeit und körperlichem Gesundheitsstatus; * p < 0.05.
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deren Durchführung meist das Auffinden einer Hauptdia-
gnose und weniger Nebendiagnosen intendiert. Diese
hohe Sensitivität des M-CIDI gilt allerdings für beide
Gruppen gleichermaßen, so dass hier aufgefundene Ost-
West-Unterschiede nicht beeinflusst werden dürften. An-
zumerken ist in diesem Zusammenhang auch, dass die
klinisch-diagnostischen Interviews von geschulten Inter-
viewern mit klinischem Hintergrund (Psychologen, Me-
diziner; Wittchen, 1999) durchgeführt wurden, denn der
Einsatz von angelernten Laieninterviewern in vergleich-
baren Studien wurde in der Vergangenheit als mög-
licherweise nachteilig diskutiert, da Laieninterviewer
insbesondere die für die DSM-IV-Diagnosen wichtigen
Kriterien der klinischen Signifikanz von Beschwerden nur
ungenügend einschätzen könnten (Frances, 1998; Kessler
et al., 1994).
Daher sind die hier vorgelegten Prävalenzangaben
(aggregierte 4-Wochen-Prävalenzen bei Wittchen et al.,
1999; Angaben zu Jugendlichen und jungen Erwachsenen
bei Wittchen et al., 1998b) im Sinne einer Gesundheitsbe-
richterstattung per se interessant für eine gesundheitspoli-
tische Abschätzung der Größenordnung und – in Kombi-
nation mit den assoziierten Beeinträchtigungen – der ge-
sellschaftlichen Last, die durch psychische Störungen ent-
steht. Dabei ist zu berücksichtigen, dass die berichteten
Prävalenzangaben sich auf die Population beziehen und
nach Altersgruppen, Geschlecht, Schicht etc. stratifizierte
Analysen nicht ersetzen können.
In der vorliegenden Arbeit wurden für die häufigsten
Achse-I-Störungen des DSM-IV Vergleiche zwischen
alten und neuen Bundesländern angestellt. Bisherige Fra-
gebogenstudien (Berth & Brähler, 2001; Brähler et al.,
2002; Margraf & Poldrack, 2000), in denen Hinweise auf
erhöhte psychische Beschwerden in den neuen Bundes-
ländern gefunden wurden, sowie theoretische Annahmen
(z.B. depressionstheoretische Überlegungen; Oettingen
& Seligman, 1990) legten nahe, dass im Osten auf Grund
aufgefundener Befindlichkeitsunterschiede und spezifi-
scher bedeutsamer Stressoren im Zusammenhang mit der
Wiedervereinigung auch eine erhöhte Rate (manifester)
psychischer Störungen zu erwarten sei. Diese Erwartung
konnte nicht bestätigt werden: bei den meisten untersuch-
ten Störungen zeigte sich umgekehrt eine tendenzielle
oder signifikant erhöhte Morbidität im Westen (Ausnah-
men: Alkoholmissbrauch, Panikstörungen). Über alle 15
erfassten z.T. aggregierten Störungen hinweg erhalten
32% der Teilnehmer im Westen und 28% derjenigen aus
dem Osten mindestens eine Diagnose. Davon sind im
Westen 20%, im Osten aber nur 16% hoch komorbid
(drei oder mehr Diagnosen). Diese Unterschiede können
nicht auf West-Ost-Unterschiede in Alter, Geschlecht,
Arbeitslosigkeit, Schicht und körperlichem Gesundheits-
status zurückgeführt werden; der Verzicht auf die Kon-
trolle dieser Variablen bei der Ermittlung der Odds Ratios
führt eher zu noch deutlicheren Unterschieden.
Da zwischen den Erhebungen im Bundesgesundheits-
survey und der Wiedervereinigung knapp 10 Jahre ver-
gangen sind, kann zudem die Hypothese nicht bestätigt
werden, dass frühere Untersuchungen, deren Analysen
ebenfalls keine erhöhte Morbidität im Osten auffanden
(Wittchen et al., 1994) zu dicht bei der Wiedervereini-
gung lagen und bei längerer „Expositionszeit“, z.B. ge-
genüber vermehrten depressogenen Risikofaktoren, eine
deutliche Zunahme an psychischer Morbidität in neuen
gegenüber alten Bundesländern zu erwarten sei.
Der Befund, dass manche psychische Störungen im
Osten seltener sind, erscheint interpretationsbedürftig,
insbesondere da potentielle methodische Artefakte (so-
ziodemografische Störvariablen, Antwortbias in Ost bzw.
West, unterschiedliche Teilnahmequote derjenigen mit
einer Störung in Ost und West) im Bundesgesundheitssur-
vey gründlich kontrolliert wurden und damit unwahr-
scheinlich sind. Was übrigens Störungswissen und Ein-
stellungen gegenüber psychischen Störungen betrifft, so
wurden diesbezüglich interessanterweise in einer reprä-
sentativen Untersuchung kurz nach der Wiedervereini-
gung keine bzw. nur geringe Ost-West-Unterschiede ge-
funden (Angermeyer & Matschinger, 1999).
Die Ergebnisse widersprechen der Annahme, dass die
ökonomisch nach wie vor besseren Bedingungen im We-
sten einen Schutzfaktor gegen psychische Störungen
darstellen. Diese „guten Bedingungen“ wirken sich offen-
sichtlich tatsächlich aus, aber eben nur auf spezifische
(z.B. finanzielle) Zufriedenheitswerte. Die Annahme, die
DDR sei in ihren sozialen Bedingungen einem „Hilflosig-
keitsexperiment“ nicht unähnlich (vgl. Oettingen & Selig-
man, 1990), wird nicht gestützt. Auf einer individuellen
Ebene, auf der sich letztlich psychische Störungen mani-
festieren, wirken Einwohner der Neuen Bundesländer so-
gar eher robuster. Offen bleibt, warum das so ist. Hier sind
globale und eher störungsspezifische Erklärungsansätze
denkbar.
Auf der Ebene globaler Erklärungsansätze machen es
die Ergebnisse (indirekt) unwahrscheinlich, dass in den
Neuen Bundesländern ein genereller Mangel an Schutz-
faktoren wie Selbstwert, Selbstwirksamkeitserwartung
oder optimistischem Attributionsstil besteht. Dies erinnert
daran, dass die personalen Variablen auch weniger durch
Makrobedingungen ökonomischer oder politischer Art,
sondern im sozialen Nahbereich (Familie, Schule) vermit-
telt werden. Eine globale Erklärung für die Ergebnisse
„zugunsten“ der Neuen Bundesländer könnte darin liegen,
dass hier Variablen im Bereich sozialer Unterstützung
günstiger ausgeprägt sein könnten, oder umgekehrt, dass
Konkurrenz, Neid und die Neigung zum sozialen Ver-
gleich für den Osten vielleicht doch weniger charakteri-
stisch sind. Dies könnte insbesondere die deutlich niedri-
gere Rate bei der sozialen Phobie erklären.
Neben der sozialen Phobie lassen sich bei einzelnen
Störungen lassen sich weitere deutliche Erklärungshin-
weise finden: Bei substanzinduzierten Störungen zum
Beispiel war die Zugänglichkeit illegaler Drogen vor der
Wende deutlich eingeschränkt, was als Erklärung für die
deutlich erhöhten Lebenszeit-Prävalenzen dienen kann;
mittlerweile hat der Osten hier „aufgeholt“ insofern, als
dass die 12-Monats-Prävalenz im Westen nur noch ten-
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denziell erhöht ist. Andere Befunde sind schwerer zu
erklären, so zum Beispiel, dass Alkoholstörungen trotz
höheren Raten gesundheitsschädlichen Konsums im Os-
ten (Kraus et al., 1994) seltener sind. Es ist unklar, ob
vielleicht geselliges Trinken verbreiteter, einsames (funk-
tionales) Trinken aber seltener ist.
Auch bei Essstörungen wie Anorexia nervosa und
Bulimia nervosa sind angesichts ihrer multikausalen Be-
dingtheit soziale Variablen relevant. Dass beide Störun-
gen im Osten auf Lebenszeit-Ebene signifikant und ten-
denziell auch im 12-Monats-Zeitraum vor der Erhebung
1998/99 geringer sind, ist mit der Beobachtung gut ver-
einbar, dass hier das Vorweisen individueller Stärken und
Vorteile gesellschaftlich tatsächlich weniger akzeptiert ist
als „im Westen“.
Diese empirisch noch nicht abgesicherten Interpreta-
tionen sollten in störungsspezifische und empirisch prüf-
bar formulierte Erklärungsansätze überführt werden, die
in Folgestudien untersucht werden können.
In diesem Zusammenhang drängt sich die Frage nach
dem längsschnittlichen Verlauf der Prävalenzen seit der
Wiedervereinigung auf: Gab es diese Unterschiede schon
vor 1989? Oder war dieser Unterschied vor 1989 noch
ausgeprägter, und der Osten zieht jetzt in der Entwicklung
psychischer Störungen nach, so dass in einigen Jahren
eine Angleichung zu erwarten ist? Kann die bei Margraf
und Poldrack (2000) gefundene doppelte Rate an „Angst-
syndromen“ (>10 Punkte im Beck Angstinventar; Mar-
graf & Ehlers, in Druck) durch einen vorübergehenden
Anstieg von Angstsymptomen im Osten nach der Wende
erklärt werden, der seit der damaligen Erhebung (1994)
bis 1998/99 wieder abgeklungen ist?
Leider sind derartige Fragen erst ab jetzt prospektiv
untersuchbar, da wie eingangs erwähnt differenzierte
Prävalenzangaben, die auf einem reliablen kriterienorien-
tierten Fallfindungs-Instrument basieren, für die damalige
Zeit nicht verfügbar sind. Eine Variante, ost-west-spezifi-
sche Entwicklungen im Zeitverlauf abzuschätzen, ist die
Analyse retrospektiver Angaben zum Erstauftreten bzw.
zu Inzidenzen psychischer Störungen in verschiedenen
Kohorten des Bundesgesundheitssurveys, wobei hier die
üblichen Einschränkungen querschnittlich-retrospektiver
Studien gegenüber der Aussagekraft längsschnittlich-
prospektiver Studien zu beachten sind (z.B. Kessler et al.,
2000). Befriedigende Aussagen zum Langzeitverlauf psy-
chischer Morbidität in alten versus neuen Bundesländern
können aber letztendlich nur in zukünftigen Bundesge-
sundheitssurveys getroffen werden, in denen eine der
vorliegenden Studie vergleichbare Methodik – ggf. er-
gänzt um spezielle Interviewmodule zum Auftreten und
Verlauf psychischer Symptomatik seit 1989 – eingesetzt
wird. Im Zusammenhang mit der Frage, ob psychische
Störungen in den letzten Jahren allgemein oder differenti-
ell in Ost oder West häufiger werden, müssten derar-
tige Untersuchungen auch auf jüngere Altersgruppen
ausgedehnt werden, insbesondere weil Hinweise für er-
höhte Symptombelastung bei Jugendlichen aus den Neu-
en Bundesländern gefunden wurden (Wittchen et al.,
1994).
Weiterhin muss berücksichtigt werden, dass im Bun-
desgesundheitssurvey zwar ein großes Spektrum psy-
chischer Störungen erfasst wurde, aber doch einige
Diagnosen, die gerade im Zusammenhang mit kritischen
Lebensereignissen – und als ein solches kann man die
Wiedervereinigung insbesondere für Ostdeutsche be-
zeichnen – stehen, nicht einbezogen waren. Dies betrifft
vor allem die Anpassungsstörungen, aber auch Syndro-
me, die noch nicht in den gängigen Klassifikationssyste-
men verzeichnet sind. Linden (2003) beschreibt auf
der Grundlage klinischer Beobachtungen zum Beispiel
ein spezifisches Verbitterungs-Syndrom („Postraumatic
Embitterment-Disorder“), das möglicherweise im Osten
stärker ausgeprägt ist als im Westen.
Ebenso kann in dieser Studie nicht überprüft werden,
ob sich spezifische Belastungen von Gruppen ehemaliger
DDR-Bürger (z.B. Opfer der Stasi; vgl. Maercker, 1998)
– oder umgekehrt erhöhte traumatisierende Belastungen
in der alten Bundesrepublik (z.B. mehr Gewaltkrimina-
lität) – in erhöhten Prävalenzraten hinsichtlich der (nicht
erfassten) Posttraumatischen Belastungsstörung aus-
drücken.
Verglichen mit der Ebene psychischer Diagnosen sind
die vorliegenden Ergebnisse der Fragebogendaten zu ge-
sundheitsbezogener Lebensqualität, klinischen Beschwer-
den und Zufriedenheit weniger überraschend. Hier sind
Ost-West-Unterschiede nicht auszumachen (Durch-
schnittswerte SF-36 und Beschwerden-Liste) bzw. wenig
deutlich ausgeprägt. Im Westen gibt es ein erhöhtes Risi-
ko, zu denjenigen (25%) mit der geringsten Lebensquali-
tät (psychischer und körperlicher Summenscore des
SF-36) zu gehören, im Osten eine (nicht signifikante) Ten-
denz, zu denjenigen (25%) mit den meisten klinischen
Beschwerden (Beschwerden-Liste) zu gehören. Letzteres
scheint den Ergebnissen auf Störungsebene zu widerspre-
chen, was als Beleg dafür gewertet werden kann, dass die
Methodenabhängigkeit einen wichtigen Beitrag zur In-
konsistenz bisheriger Befunde liefert. Die Ähnlichkeit der
Antworten bei den Fragebogenmaßen in West und Ost
bezüglich Mittelwerten und Streubreite kann als Hinweis
darauf gewertet werden, dass die gefundenen Präva-
lenzunterschiede auf Störungsebene, die ja letztendlich
aus unterschiedlichen Einzelangaben zu Symptomen im
diagnostischen Interview generiert wurden, nicht auf
einen ost- bzw. westspezifischen Antwort-Bias zurückge-
führt werden können. Dass die Zufriedenheitswerte im
Osten trotz niedrigerer Rate an psychischen Störungen
niedriger als im Westen ist, sollte nicht im Hinblick auf
das gängige Vorurteil interpretiert werden, dass die Ost-
deutschen unzufriedener seien und mehr „jammern“, denn
die gefundene (signifikant aber gering) erhöhte Zufrieden-
heit im Westen von 2%–7% ist wenig aussagekräftig
für den Einzelnen. Außerdem können die Bereiche der
Zufriedenheitsdifferenzen (Finanzen, Arbeitssituation,
Wohnsituation, Freizeit) gut auch auf das objektiv vor-
handene ökonomische Ungleichgewicht zurückgeführt
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werden. Paulus (DIE ZEIT, 25/2003) äußerte übrigens als
Kommentar zu unserer Studie die interessante Spekula-
tion, dass vielleicht die Tendenz zum „gemeinsamen Jam-
mern“ über Missstände im Osten ein Gemeinschaftsgefühl
fördern und damit als Schutzfaktor gegen psychischen
Störungen wirken könnte.
Die Tatsache, dass die Ost-West-Unterschiede hin-
sichtlich „Zufriedenheit“ und „Beschwerden“ und psychi-
schen Störungen in eine unterschiedliche Richtung wei-
sen, belegt deutlich, dass es sich hier um unterschiedliche
und nicht nur theoretisch unabhängige Konstrukte han-
delt. Zufriedenheitsmaße sind keine guten Indikatoren für
klinisch bedeutsame psychische Störungen.
Keinesfalls darf das zentrale Ergebnis dieser Untersu-
chung – psychische Störungen sind im Osten tendenziell
seltener – Anlass dazu geben, die Versorgungslage bei
psychischen Störungen in den neuen Bundesländern als
ausreichend zu betrachten und nur in den alten Ländern
zu versuchen, Versorgungsangebot und Erreichbarkeit
auszubauen. Dazu sind die Unterschiede zum einen zu ge-
ring. Zum anderen ist auch bei sehr weiter Definition von
„Versorgung“ (mindestens einen Kontakt mit Gesund-
heitssystem auf Grund psychischer Beschwerden) die
markante Unterversorgung der Bevölkerung in den neuen
Ländern noch ausgeprägter als im Westen: bei gegebener
psychischen Störung beträgt die so definierte Behand-
lungsquote nur 30% (West: 38%; Wittchen & Jacobi,
2001). Auch wenn das Vorliegen einer psychischen Stö-
rung nicht automatisch mit Behandlungsbedarf gleichge-
setzt werden darf (z.B. Frances, 1998; Narrow et al.,
2002; Regier et al., 1998; Spitzer et al., 1998), kann davon
ausgegangen werden, dass der Behandlungsbedarf auf
Grund psychischer Störungen das Angebot weit über-
schreitet. Somit ist zum Beispiel die Bedarfsfeststellung
im Rahmen der Umsetzung des Psychotherapeutengeset-
zes („Bedarf = Angebot des Jahres 1998“) – insbesondere
für die neuen Bundesländer – unzureichend. Zukünftige
Studien sollten daher – neben der adäquaten Störungsdi-
agnostik im Sinne der Klassifikationssysteme – klinisch
relevante Belastung und Beeinträchtigung als Indikatoren
für Behandlungsbedarf verstärkt in die Analysen mitein-
beziehen.
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C) The burden of mental disorders  
 
 
As shown in Chapter A, mental disorders are frequent disorders with 12-month estimates of about 
25%-30% for the most important diagnoses together, and an estimated lifetime risk of about 50%. 
There are several aspects that make mental disorders special: a) their typically early onset in 
childhood and adolescence at a time when most core developmental challenges, tasks and decisions 
have to be made (career, professional life, partnership), b) the increasingly more severe restrictions in 
social functioning, c) the considerable persistence over time with few complete spontaneous 
remissions, and d) the high degree of psychopathological complications typically associated with the 
long-term course (often leading into comorbidity with other mental disorders). In this section, burden 
and cost factors are presented. 
 
 
1. The role of mental (ill-) health in the Global Burden of Disease studies 
 
The WHO´s “Global Burden of Disease” project (GBD; Üstün et al., 2004; WHO, 2002) revealed the 
crucial importance of mental disorders in terms of societal burden. Figure C1 shows the 20 (out of 
110) leading causes for estimated life years lost due to disability and premature death (disability 
adjusted life years, DALYs) for the WHO-European region with the lowest mortality (EUR-A). 
 
The Disability Adjusted Life Year (DALY) is a health gap measure that extends the concept of potential 
years of life lost due to premature death to include equivalent years of “healthy” life lost by virtue of 
being in states of poor health or disability. The DALY combines in one measure the time lived with 
disability and the time lost due to premature mortality. One DALY can be thought of as one lost year of 
“healthy” life and the burden of disease as a measurement of the gap between current health status 
and an ideal situation where everyone lives into old age free of disease and disability. Whereas 
worldwide communicable diseases (e.g., tuberculosis, HIV/AIDS) score highest in terms of DALYs, in 
the EUR-A region non-communicable diseases, among them mental disorders, play the most 
important role. Depression is associated with the highest burden.  
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Fig. C1: The 20 leading causes for lost life years (DALYs) in the European region with lowest mortality 




This approach represents a paradigm shift of worldwide health monitoring in the 1990s away from 
focusing only on mortality towards impairment and individual suffering by ill-health, leading to 
increased public awareness of mental health and mental disorders. In a report on the reanalysis in the 
year 2000 the authors conclude: „These results of the Global Burden of Disease study have provided 
the most powerful scientific and advocacy support for mental health to date. It is now time to see how 
these findings and these tools can be applied to policy-making, planning and programme 
implementation.“ (Üstün et al., 2004). 
 
 
2. Mental disorders and functional impairment 
 
DSM-IV disorders like anxiety and depression are by definition conditions with clinically significant 
impairments in social role functioning. The associated impairments are most pronounced in 
professional/occupational functioning, such as underachievement, reduced work productivity, sick 
leave and disability days, but also with regard to impairments in social life (reduced social network, 
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increased dependency) and intimate relationships (family). The reduction of health-related quality of 
life, reduction in work productivity and elevated sickness days in a given year are equal or even 
exceed functional impairment seen in most chronic somatic conditions. As the result of the suffering 
and the associated profiles of impairments and disabilities mental disorders are associated with 
immense indirect costs (see below).  
 
An illustrative example for functional impairment associated with mental disorders stems from a 
Norwegian longitudinal study (Mykletun et al., 2006). Here, participants from a community survey were 
followed for 6-30 months after baseline assessment, monitoring how many of them claimed a disability 
pension. Anxiety and depressive disorders were the strongest predictor for disability pension claims of 
all variables (including somatic health status at baseline) – even when disregarding disability pension 
claims for mental disorders. This association was even stronger in younger (i.e. especially expensive) 
than in older cohorts. 
 
The following findings are again from the GHS-MHS; this section is based on: 
 
C1. Jacobi, F., Klose, K., Wittchen, H.-U. (2004c). Psychische Störungen in der deutschen 
Allgemeinbevölkerung: Inanspruchnahme von Gesundheitsleistungen und Ausfalltage. 
Bundesgesundheitsblatt, 47, 736-744.  
 
 
The paper presents findings on healthcare utilization and disability days associated with mental 
disorders in the community. After reviewing the size and treatment status of mental disorders in 
Germany, data about primary care or specialist consultations, inpatient treatment, and disability days 
in the last year are presented from the GHS-MHS for the following groups:  
 
(1) subjects who never met the criteria of the diagnosis of a mental disorder 
 
(2) subjects who had one or more mental disorders in the past but none in the past year (“remitted”)  
 
(3) subjects who currently (within the last year) met the criteria of one or more mental disorders.  
 
Mental Health treatment is relatively rare: less than 40% of all diagnosed subjects reports at least a 
minimal treatment (any mental health care utilization; see Chapter A and Wittchen & Jacobi, 2001). 
Beyond this aspect we aimed to identify a general excess utilization in people with mental disorders, 
i.e. utilization of primary care, specialized treatment and inpatient treatment including somatic health 
care because high medical utilization patterns have been commonly reported in the past (e.g. Friedrich 
et al., 2002; Katon, 1996; Chiles et al., 1999; Wancata et al., 2001). Figure 2 (from Jacobi et al., 
2004c) reveals that past year´s utilization (number of contacts) is significantly higher in subjects with 
current mental disorders (even when excluding mental health interventions and adjusting for the 
number of somatic diagnoses) compared to subjects without a lifetime diagnosis in all three domains 
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(primary care, specialized care, inpatient treatment).  Also remitted subjects report higher specialized 
utilization (to a lesser degree than current cases) but no higher primary care and inpatient utilization 
than subjects who never met the criteria of the diagnosis of a mental disorder. Further findings about 
the interaction between mental and somatic disorders (e.g., Do subjects with mental disorders show a 
poorer somatic health status?) will be presented in Chapter D. 
 
This association between mental disorders and functional impairment can be easily illustrated in 
Figure 3 (from Jacobi et al., 2004c): respondents carrying a 12-month diagnosis reported twice as 
much disability days (“having been too sick to carry out usual activities”) as people without a 
diagnosis. Interestingly, remitted cases (i.e. having a lifetime diagnosis without meeting diagnostic 
criteria within the last year) did not differ from no-cases what implies – even though it could not been 
determined in that study if remission was due to successful treatment – that it well might be cost-
effective to treat mental disorders from this functional perspective (e.g., Salvador-Carulla et al., 1995; 
Baltensperger & Grawe, 2000; Hofmann & Barlow, 2000; Jacobi & Margraf, 2001; Jacobi, 2002; Hiller 
et al., 2003). Furthermore, the results are consistent with the episodic course of many mental 
disorders. 
 
Implications from these findings include the hypothesis that we are faced with an allocation problem: 
reducing inadequate somatic treatment in cases with mental disorders in favour of mental health care 
might go along with a net benefit if functional impairment (= indirect costs) is diminished. The following 
aspects should be considered in order to optimize mental health care supply: 
 
• To avoid under-treatment of mental disorders or over-utilization in the field of somatic health care 
detection rates should increase (in particular in primary care; see Chapter A). Increased 
awareness towards mental disorders in the medical field as well as the development and 
dissemination of diagnostic (screening) instruments might be helpful in that respect. 
 
• We need a better understanding of the barriers within affected persons that limit their willingness 
to utilize mental health care. Stigmatization (including self-stigmatization; Corrigan, 2004) may 
play an important role. Patients should be encouraged to present with mental health problems to 
their doctors because this enhances detection rates and constitutes the basis for treatment 
initiation.  
 
Further, the – in Germany still young – health service research in this domain is needed to identify 
regional treatment gaps and to develop solutions for health care politics, taking into account the 
complex infrastructure and the variety of multiple stakeholders (see e.g. Pawils & Koch, 2006). 
 
[Insert Jacobi et al. (2004c) here]
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Unter „Psychischen Störungen“ im Sin-
ne der ICD-10 [1] verstehen wir komple-
xe, multifaktoriell bedingte Erkrankun-
gen, deren Manifestationen auf verschie-
denen Ebenen beschreibbar sind: der 
Ebene der Neurobiologie, der Kognitio-
nen, der Affekte sowie des motorischen 
und sozialen Verhaltens. Im Gegensatz 
zur traditionellen „psychiatrischen Diag-
nostik“ relativ breiter syndromaler Klas-
sen (z. B. Psychosen, Neurosen, Sucht) 
mit notorisch schlechter Reliabilität und 
mangelhafter klinischer Validität erlaubt 
die moderne diagnostische Klassifikati-
on nach ICD-10, bzw. dem stringenteren, 
im Forschungsbereich üblichen US-ame-
rikanischen DSM-IV [2] eine zuverlässi-
gere, differenzierte und umfassende Be-
schreibung einer großen Bandbreite von 
spezifischen Formen psychischer Störun-
gen. Unter weitgehendem Verzicht auf ei-
ne bislang noch unzureichend erforschte 
ursachenorientierte klassifikatorische Di-
agnostik werden zur Definition der ein-
zelnen Störungen explizite Kriterien zur 
Abgrenzung klinisch bedeutsamen Lei-
dens („von Krankheitswert“) von einfa-
chen Befindlichkeitsstörungen herange-
zogen (z. B. anhand von Zeitdauerkrite-
rien, bestimmten „Leidens“aspekten so-
wie sozialen Konsequenzen der Störung). 
Die schrittweise Einführung dieser neu-
artigen Klassifikationssysteme in den 
1980er-Jahren und ihre mit der ICD-10 
seit Ende der 1990er-Jahre erfolgte Um-
setzung in die Versorgungssituation hat 
nicht nur allgemein zu einer „Entmystifi-
zierung psychischer Störungen“ sowie ei-
ner erheblichen Stimulierung der Grund-
lagen- und klinischen Forschung geführt, 
sondern auch die epidemiologische und 
„Public Health Forschung“ stimuliert.
In diesem Beitrag berichten wir – in 
Erweiterung früherer Publikationen [3, 
4, 5, 6, 7, 8, 9] – über die Häufigkeit psy-
chischer Störungen in der deutschen All-
gemeinbevölkerung sowie die Behand-
lungsprävalenz und untersuchen, inwie-
weit psychische Störungen mit einer er-
höhten Inanspruchnahme von Gesund-
heitsleistungen sowie erhöhten Arbeits-
unfähigkeitstagen assoziiert sind.
Häufigkeit psychischer Störungen  
in Deutschland
Angesichts vielfältiger, jedoch zumeist re-
gional begrenzter epidemiologischer Un-
tersuchungen aus den 80er-Jahren [10, 11, 
12, 13] sowie einer Vielzahl administrati-
ver Statistiken mag es überraschen, dass 
bis zum Jahre 2000 die Datenlage zur 
Häufigkeit psychischer Störungen von 
Experten als mager und unbefriedigend 
dargestellt wurde. Neben der regionalen 
Beschränkung und der mangelnden bun-
desweiten Aussagekraft sind hierfür bei 
bevölkerungsbezogenen Untersuchun-
gen in erster Linie eine unzureichende di-
agnostische Differenziertheit sowie unge-
löste Fragen darüber verantwortlich, was 
überhaupt als ein „psychiatrischer Fall“ 
zu definieren sei. Bei administrativen Sta-
tistiken sind es neben der Beschränkung, 
dass per definitionem nur Personen in 
Behandlung erfasst werden können, zu-
sätzlich gut dokumentierte Methoden-
schwächen, die die wissenschaftliche Aus-
sagekraft und Validität stark einschrän-
ken. Mit der Durchführung des Bundes-
gesundheitssurveys (BGS) 1998/99, der 
auch einen eigenen Zusatzsurvey „Psychi-
sche Störungen“ einschloss [3, 14], wurde 
versucht, diese Erkenntnislücke in eini-
gen Aspekten zu schließen. Er ermöglicht 
für Deutschland auf befriedigender desi-
gntechnischer Basis mit international üb-
lichen, reliablen diagnostischen Kriteri-
en die Prävalenzschätzung eines weiten 
Spektrums behandelter und unbehandel-
ter psychischer Störungen in der erwach-
senen deutschen Durchschnittsbevölke-
rung im Alter von 18 bis 65.
⊡ Tabelle 1 zeigt, getrennt nach Frau-
en und Männer in unterschiedlichen Al-
tersstufen, die 12-Monats-Raten nach di-
agnostischer Gruppe und informiert 
über die bevölkerungsbezogene Größen-
ordnung. In den 12 Monaten vor Durch-
führung der Untersuchung war nahezu 
ein Drittel der Bevölkerung von mindes-
tens einer der aufgeführten psychischen 
Störungen betroffen. Frauen sind zwar 
insgesamt und bei Angst- und depressi-
ven Störungen deutlich häufiger als Män-
ner betroffen. Allerdings kann vermutet 
werden, dass ein Teil dieses geschlechts-
spezifischen Unterschieds darauf zurück-
Dieser Beitrag stellt eine stark gekürzte Fassung des 
Vortrags „Die Epidemiologie psychischer Störungen“ 
dar, der vom Senior Author auf dem Kongress  
„Psychosoziale Versorgung in der Medizin“  
in Hamburg (28.–30.09.2003) gehalten wurde.
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Tabelle 1
12-Monats-Prävalenz psychischer Störungen in der erwachsenen Allgemeinbevölkerung (Bundesgesundheitssurvey 1998/99, 
Zusatzsurvey „Psychische Störungen“; Alter: 18–65 Jahre; N=4.181)

















[%] 95% KIj In Millionenk
Psychische Störung aufgrund 
medizinischem Krankheits-
faktor
 1,9  2,0  1,7  2,1  0,8  0,5  0,2  1,7  1,3  1,0–1,7  0,6
Irgendeine  
Substanzstörungb
 1,7  2,9  1,7  0,6  7,2 12,3  5,3  3,6  4,5  3,9–5,2  2,2
Alkoholmissbrauch/ 
Abhängigkeit
 1,3  1,9  1,6  0,4  6,8 10,7  5,5  3,7  4,1  3,5–4,8  2,0
Missbrauch oder Abhängig-
keit illegaler Substanzen
 0,5  1,1  0,1  0,2  1,0  2,5  0,3  0,0  0,7  0,5–1,0  0,3
Mögliche psychotische  
Störungc
 2,5  3,2  1,9  2,4  2,6  2,6  3,2  1,9  2,6  2,1–3,1  1,2
Irgendeine affektive Störung 15,4 13,4 16,8 15,9  8,5  9,4  8,5  7,6 11,9 11,0–13,0  5,8
Major Depression 11,2  9,5 12,7 11,3  5,5  6,0  5,5  4,8  8,3  7,5–9,2  4,0
Dysthyme Störung  5,8  3,7  6,1  7,6  3,2  2,6  3,4  3,8  4,5  3,9–5,2  2,2
Irgendeine bipolare Störungd  1,1  1,2  1,5  0,5  0,6  1,0  0,7  0,0  0,8  0,6–1,2  0,4
Irgendeine Angststörunge 19,8 20,0 19,4 19,9  9,2  8,0 10,0  9,7 14,5 13,4–15,6  7,0
Panikstörungf  3,0  3,4  3,4  2,4  1,7  1,0  2,0  2,1  2,3  1,9–2,8  1,1
Agoraphobie  
(ohne Panikstörung)
 3,1  2,0  2,9  4,4  1,0  0,9  1,1  0,9  2,0  1,7–2,5  1,0
Soziale Phobie  2,7  3,1  2,7  2,2  1,3  1,9  0,7  1,4  2,0  1,6–2,5  1,0
Generalisierte Angststörung  2,1  1,1  2,9  2,2  1,0  0,5  0,9  1,8  1,5  1,2–1,9  0,7
Irgendeine spezifische 
Phobieg
10,8 11,9  9,7 10,7  4,5  4,2  4,7  4,6  7,6  6,9–8,5  3,7
Zwangsstörung  0,9  1,0  0,9  0,8  0,6  0,4  1,0  0,3  0,7  0,5–1,0  0,4
Irgendeine somatoforme  
Störungh
15,0 14,9 15,2 14,7  7,1  5,7  7,3  8,6 11,0 10,1–12,1  5,4
Unterschwellige  
somatoforme Störung
 5,5  4,1  5,1  7,4  3,1  2,1  3,6  3,8  4,3  3,7–5,0  2,1
Schmerzstörung 11,4 11,2 12,2 10,7  4,9  4,0  4,5  6,4  8,1  7,30–9,1  4,0
Irgendeine Essstörungi  0,5  1,0  0,5  0,0  0,2  0,2  0,3  0,1  0,3  0,2–0,6  0,2
Irgendeine der genannten 37,0 38,0 36,5 36,5 25,3 27,4 25,9 22,2 31,1 29,7–32,6 15,1
Anzahl der Diagnosen  
(bei Vorliegen mindestens 
einer Diagnose)
[%]l [%] [%] [%] [%] [%] [%] [%] [%]
 1 56,3 57,5 55,5 55,7 66,5 69,6 67,5 61,0 60,5
 2 21,5 23,8 20,3 20,4 15,5 16,1 18,9 21,3 20,3
 3  9,7  8,3  9,2 11,6  8,0  7,8  8,5  7,8  9,0
>3 12,6 10,4 10,9 12,3  7,0  6,5 19,7 10,0 10,3
a 12-Monats-Prävalenzen; Daten gewichtet nach Alter, Geschlecht und Designfaktoren. b Missbrauch oder Abhängigkeit (ohne Nikotin). c Screening für Schizophrenie und an-
dere psychotische Störungen ohne weitere Differenzialdiagnose (einschließlich psychotischer Merkmale im Zusammenhang mit affektiven Störungen). d Bipolar I oder bipo-
lar II. e Einschließlich Zwangsstörung, ohne posttraumatische Belastungsstörung. f Mit oder ohne Agoraphobie. g Tier-, Umwelt-, Blut-Spritzen-Verletzungs-, situativer oder 
anderer Typus. h Somatisierungsstörung, unterschwellige somatoforme Störung (Somatic Symptom Index SSI4,6; [40]), Hypochondrie, Schmerzstörung. i Anorexia nervosa, 
atypische Anorexia nervosa, Bulimia nervosa, atypische Bulimia nervosa. j 95%-Konfidenzintervall. k Grundgesamtheit: 48,6 Mio. Bundesbürger von 18–65. l Proportionen.
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Psychische Störungen in der deutschen Allgemeinbevölkerung:  
Inanspruchnahme von Gesundheitsleistungen und Ausfalltage
Zusammenfassung
Bislang mangelte es in Deutschland an aussage-
kräftigen Befunden zur Inanspruchnahme und 
Produktivitätsminderung bei psychischen Stö-
rungen in der Allgemeinbevölkerung. Vorliegen-
de Untersuchungen beziehen sich bislang vor-
wiegend auf administrative Daten sowie Patien-
tenpopulationen; die Qualität diagnostischer In-
formationen bei diesen Untersuchungen z. B.  
im Zusammenhang mit Krankschreibungs-, 
Medikamentenverschreibungs- und Überwei-
sungsdaten sind erfahrungsgemäß problema-
tisch. Im Rahmen des Bundesgesundheitssur-
veys 1998/99 und dessen Zusatzsurvey „Psychi-
sche Störungen“ wurden in einer repräsentati-
ven Stichprobe der deutschen Allgemeinbevöl-
kerung (18 bis 65 Jahre, N=4.181) psychische 
Störungen zusammen mit ausgewählten Indika-
toren der Inanspruchnahme und mit Ausfallta-
gen erstmals umfassend für die erwachsene All-
gemeinbevölkerung erfasst. Im vorliegenden Bei-
trag werden – nach einem Überblick zur Größen-
ordnung und Versorgungssituation psychischer 
Störungen in Deutschland – Angaben zu Haus- 
und Facharztbesuchen, stationären Aufenthal-
ten und Krankheitstagen des letzten Jahres für 
folgende Gruppen verglichen: (1) Personen, die 
nie die Kriterien für eine psychische Störung er-
füllten, (2) Personen, die früher eine oder meh-
rere psychische Störungen hatten, nicht aber 
im letzten Jahr (Remittierte), und (3) Personen, 
die aktuell eine oder mehrere psychische Stö-
rungen diagnostiziert bekamen. Es zeigten sich 
Abstract
Mental disorders are considered to be costly 
in terms of elevated rates of healthcare utiliza-
tion and increased disability days. For the gen-
eral German population there has been a lack 
of data on healthcare utilization and disabili-
ty rates. The available administrative data are 
incomplete and problematic because they are 
based on routine clinical diagnoses that lack 
reliability. Using the German Health Interview 
and Examination Survey 1998/99 and its Men-
tal Health Supplement (GHS-MHS) data, this pa-
per examines healthcare utilization and disabil-
ity associated with mental disorders in a repre-
sentative sample of the general adult popula-
tion (18–65 years, n=4181). After reviewing the 
size and treatment status of mental disorders in 
Germany, data about primary care or specialist 
consultations, inpatient treatment, and disability 
days in the last year are presented for the follow-
ing groups: (1) subjects who never met the crite-
ria of the diagnosis of a mental disorder, (2) sub-
jects who had one or more mental disorders in 
the past but none in the past year (“remitted”) 
and (3) subjects who currently (within the last 
year) met the criteria of one or more mental dis-
orders. We found increased healthcare utiliza-
tion as well as more disability days in those indi-
viduals with a current diagnosis. Remitted per-
Mental disorders in the community: healthcare utilization and disability 
days
sons, however, showed results similar to those 
who never had a diagnosis of a mental disorder 
during their lifetimes. The results are consistent 
with the episodic course of many mental disor-
ders and furthermore might indicate that treat-
ment of mental disorders might contribute to 
a substantial reduction of direct and indirect ill-
ness costs.
Keywords
Prevalence · Mental disorders ·  
Healthcare utilization · Disability days · Costs · 
German Health Interview and Examination  
Survey · Mental Health Supplement (GHS-MHS)
eine deutlich erhöhte Inanspruchnahmerate so-
wie vermehrte Krankheitstage bei Personen mit 
einer aktuellen psychischen Störung. Remittier-
te Fälle wiesen weitgehend ähnliche Werte auf 
wie diejenigen, die niemals eine psychische Stö-
rung hatten. Dieser Befund scheint im Einklang 
mit dem oft episodischen Verlauf vieler psychi-
scher Störungen zu stehen und könnte darüber-
hinaus einen Hinweis auf eine Reduktion von di-
rekten und indirekten Kosten durch Therapiemaß-
nahmen geben.
Schlüsselwörter
Prävalenz · Psychische Störungen ·  
Inanspruchnahme · Krankheitskosten ·  
Arbeitsunfähigkeit · Bundesgesundheitssurvey 
1998/99 · Zusatzsurvey „Psychische Störungen“
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zuführen ist, dass frauentypische Störun-
gen umfassender erfasst wurden. Die 
drei häufigsten Störungsformen waren 
dabei die sog. affektiven Störungen (Ma-
jor Depression, Dysthymie, Bipolare Er-
krankungen), Substanzstörungen (insbe-
sondere Alkoholabhängigkeit sowie deut-
lich seltener Drogen- und Medikamen-
tenmissbrauch und Abhängigkeit) so-
wie verschiedene Formen von Angststö-
rungen. Neben der ebenfalls häufigen Ni-
kotinabhängigkeit ([15] hier nicht darge-
stellt) sind der vergleichsweise hohe An-
teil somatoformer Störungen (Schmerz-
syndrome, Hypochondrie, Somatisie-
rungsstörungen), „psychotische Syndro-
me“ (z. B. Schizophrenie, einschließlich 
psychotischer Syndrome bei affektiven 
Störungen) und Essstörungen (z. B. Ano-
rexia oder Bulimia nervosa) zwar niedrig 
prävalente Störungsbilder, die jedoch oft 
mit besonders schwerwiegenden Konse-
quenzen und mit Chronizität assoziiert 
sind. Bemerkenswert und ein Charakte-
ristikum psychischer Störungen ist, dass 
sie häufig komorbid sind (d. h., dass Per-
sonen mit einer psychischen Störung zu-
meist auch die Kriterien für weitere psy-
chische Erkrankungen aufweisen) und 
dass sie – ungeachtet diagnosenspezi-
fisch altersgebundener Auftretenswahr-
scheinlichkeiten – in jeder Altersstufe na-
hezu gleich häufig auftreten können.
Die quantitative Bedeutung psychi-
scher Störungen ist (s. letzte Spalte ⊡ Ta-
belle 1) – in Übereinstimmung mit in-
ternationalen Befunden [12] – mit über 
14 Millionen Betroffenen bemerkenswert 
und nahezu doppelt so hoch als in den 
frühen 80er-Jahren vermutet. Dabei ist 
zu beachten, dass diese Zahlenangaben 
aus verschiedenen Gründen als konser-
vative Schätzungen betrachtet werden 
können, da a) weitere 10 bis 15% der Be-
fragten vor mehr als einem Jahr eine psy-
chische Störung aufwiesen, die jedoch in 
den letzten 12 Monaten möglicherweise 
teilweise remittiert ist (dies trifft z. B. für 
Personen mit wiederkehrenden Depres-
sionen zu, die zwar aktuell weitgehend 
abgeklungen sind, die aber wegen Rest-
symptomatik oder zur Verhinderung 
eines Rückfalls weiter in Behandlung 
sind), b) ferner im Bundesgesundheits-
survey 1998/1999 nur Personen im Alters-
bereich 18 bis 65 berücksichtigt wurden 
und c) aus dem Gesamtspektrum psy-
chischer Störungen eine Vielzahl weite-
rer bedeutsamer Störungen gar nicht be-
rücksichtigt wird (z. B. Demenzen, Schlaf-
störungen).
Anzahl der Personen, die wegen  
psychischer Störungen behandelt  
werden oder wurden
Wie bei Wittchen und Jacobi (2001) [7] 
ausführlich beschrieben, berichtet nur et-
was mehr als ein Drittel aller Betroffenen, 
im Verlauf ihres Lebens schon mindes-
tens einmal eine Behandlung aufgrund 
psychischer Probleme von sich aus auf-
gesucht oder erhalten zu haben. Als Be-
handlung wird hier jeder professionelle 
Kontakt ungeachtet der Dauer, Intensi-
tät, Qualität, des Ortes und der Art defi-
niert; es handelt sich daher um eine ext-
rem „breite“ Definition. Unter den pro-
fessionellen Behandlern dominieren – 
zumeist mit erheblicher regionaler Vari-
abilität – Hausärzte (42%; ausschließlich 
hausärztlich wurden 15% „behandelt“), 
gefolgt von Psychotherapeuten (39%), 
Psychiatern/Nervenärzten (32%) und 
der Behandlung in stationären psychia-
trischen oder psychotherapeutischen 
Einrichtungen (23%) (Mehrfachbehand-
lungen möglich). Bemerkenswert sind 
die hier im internationalen Vergleich 
hohe stationäre Behandlungsrate sowie 
der relativ hohe Anteil psychiatrischer 
und vor allem psychotherapeutischer 
Interventionen [16]. Eine weitere Beson-
derheit ist der bemerkenswerte (und seit 
1999 weiter angestiegene) Anteil der von 
„Psychologischen Psychotherapeuten“ be-
handelten Fälle (27% aller Behandelten). 
Er übersteigt zwischenzeitlich den Anteil 
der ärztlichen Psychotherapeuten (17%) 
deutlich. Im Zusammenhang mit derarti-
gen „Behandlungsquoten“ muss jedoch 
einschränkend betont werden, dass das 
Vorliegen einer Diagnose nicht automa-
tisch mit Behandlungsbedarf gleichge-
setzt werden darf: So gibt es – diagnosen-
spezifisch unterschiedlich häufig (und 
übrigens analog zu körperlichen Erkran-
kungen) – einerseits Fälle mit für eine 
Behandlung hinreichenden Belastungen 
und Beeinträchtigungen, die aber aktu-
ell nicht die vollen Kriterien für eine Di-
agnose erfüllen, andererseits aber auch 
Fälle mit einer Diagnose, die keinerlei 
Behandlungsbedarf äußern oder deren 
noch vorhandenes Funktionsniveau eine 
Behandlung auch nicht unbedingt nahe 
legt [17]. Zudem gilt bei einigen Diagno-
Abb. 1 ▲ Geschätzte Kosten psychischer Störungen in den USA 1990  
(Rice und Miller, 1995 [22])
Abb. 2 ▲ Psychische Störungen und Inanspruchnahme von Gesundheits-
leistungen im letzten Jahr
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sen, dass krankheitstypisch eine Krank-
heitseinsicht fehlt (z. B. bei manchen For-
men psychotischer Störungen sowie bei 
Suchterkrankungen). Weiterhin sind spe-
ziell bei psychotherapeutischen Therapi-
en bestimmte Behandlungsvoraussetzun-
gen zu beachten (z. B. Motivation [18]).
Mit psychischen Störungen  
assoziierte gesundheitsökonomische 
Belastungen
Aus einer erweiterten gesundheitsökono-
mischen Perspektive ist neben der quan-
titativen Bedeutung zu beachten, dass zu-
mindest für bestimmte psychische Stö-
rungen davon ausgegangen werden kann, 
dass sie kostenintensiv sind [19, 20, 21, 22, 
23]. Diese Aussage bezieht sich zumeist – 
wie in der ⊡ Abb. 1 anhand US-amerika-
nischer Daten verdeutlicht – weniger auf 
die „direkten“ Kosten von Diagnostik 
und Therapie als vielmehr auf eminent 
hohe „indirekte“ Kosten (z. B. bei Angst-
störungen). Diese resultieren einerseits 
aus einer allgemein erhöhten (medizi-
nischen bzw. aufgrund des Störungsbil-
des vermutlich nicht indizierten) Inan-
spruchnahme aller Arten von Gesund-
heitsleistungen; beispielsweise liegen für 
psychische Störungen Hinweise auf er-
höhte Behandlungskosten aufgrund kör-
perlicher Erkrankungen vor (z. B. länge-
re Liegezeiten im Akutkrankenhaus [24, 
25]). Andererseits ist gut belegt, dass bei 
psychischen Störungen von einer Vermin-
derung der Arbeitsproduktivität oder ei-
nem Verlust von produktiven Lebensjah-
ren auszugehen ist. Auf die überaus gro-
ße und bislang nur für einige psychische 
Störungen untersuchte Bedeutung der 
zuletzt genannten Facette hat kürzlich 
die Global Burden of Disease Studie der 
WHO [21] anhand von groben Experten-
schätzungen hingewiesen. Weltweit und 
auch für Deutschland können bezüglich 
der direkten und indirekten Kostenim-
plikationen lediglich die Schizophrenie 
– auch im Langzeitverlauf – als gut unter-
sucht gelten [26, 27, 28]. Für andere psy-
chische Störungen ist die Datenlage hin-
gegen sehr begrenzt. Dabei wird die dies-
bezügliche Heterogenität der Ergebnisse 
meist methodischen Unterschieden zwi-
schen den einzelnen Studien zugeschrie-
ben [29, 30].
So genannte Cost-of-illness-Studi-
en basieren zumeist auf Patienten-Stich-
proben. Anhand dieser Stichproben wur-
den den dort erfassten Diagnosen ent-
sprechende Krankheitskosten zugewie-
sen (sog. Bottom-up-Ansatz). Diese an 
zumeist ausgewählten regionalen Pati-
entenkollektiven erhobenen Daten erlau-
ben es aber in der Regel aufgrund regio-
nal unterschiedlicher Kosten und Versor-
gungsstruktur nicht, auf die Gesamtkos-
ten in der Bevölkerung hochzurechnen. 
Zudem sind sie auf diejenigen Fälle be-
schränkt, die erkannt und diagnostiziert 
wurden und in Behandlung stehen. Auch 
administrative Datenquellen, z.B. Krank-
schreibungen, Medikamentenverschrei-
bungen und Überweisungen, sind nicht 
zufrieden stellend, da hier zusätzlich zu 
den oben genannten Einschränkungen 
die Diagnosen als unzuverlässig gelten 
müssen. Wesentliche Gründe sind: niedri-
ge Erkenntnisrate, mögliche Fehldiagno-
sen [31], eingeschränktes Spektrum ein-
bezogener Störungen, veraltete diagnos-
tische Kriterien (s. oben) und Fokus auf 
psychiatrische/psychologische Behand-
lung (Vernachlässigung möglicher all-
gemeiner erhöhter Inanspruchnahme). 
Die „wahre gesundheitsökonomische Be-
lastung“, die sich aus behandelten und 
unbehandelten Fällen und ihren spezifi-
schen kostenrelevanten Konsequenzen 
und Korrelaten zusammensetzt, kann da-
her allein mittels dieser Methoden kaum 
verlässlich abgeschätzt werden. Umfas-
sendere Abschätzungen erfordern in der 
Regel zusätzliche bevölkerungsbezogene 
repräsentative Stichprobenuntersuchun-
gen (Top-down-Ansatz), die aufgrund ih-
rer methodischen Anforderungen selten 
und schwieriger zu realisieren sind.
Zielsetzung und Fragestellungen
Vor diesem Hintergrund können die Be-
funde des Bundesgesundheitssurveys 
und insbesondere des Zusatzsurveys 
„Psychische Störungen“ einen interessan-
ten Beitrag zur partiellen Schließung der 
aktuellen Daten- und Erkenntnislücke 
leisten. Auf der Grundlage der bevölke-
rungsrepräsentativen und relativ umfas-
senden Erfassung psychischer Störungen 
können die Prävalenzangaben mit den 
Angaben zu Arztbesuchen, stationären 
Aufenthalten und Krankheitstagen sowie 
mit den Arbeitsunfähigkeitsdaten gekop-
pelt werden, die im Kernsurvey erhoben 
wurden. Auf dieser Grundlage sollen da-
her im vorliegenden Beitrag folgende Fra-
gen untersucht werden:
1. Berichten Personen mit psychischen 
Störungen (mindestens eine Diag-
nose im 12-Monats-Zeitraum) über 
mehr Arztbesuche, Krankenhausta-
ge und Ausfalltage als Personen ohne 
psychische Störungen?
2. Berichten Personen mit früheren psy-
chischen Störungen („Remittierte“, 
d. h. Personen, die früher eine psy-
chische Störung hatten, aber derzeit 
nicht mehr die vollen Kriterien für 
eine Diagnose erfüllten) über mehr 
Arztbesuche, Krankenhaustage und 
Ausfalltage als Personen, die niemals 
eine Diagnose erhalten haben?
Methoden
Design, Methodik und Stichprobe des 
Bundesgesundheitssurveys sind andern-
orts ausführlich beschrieben [14, 32, 33, 
34, 35]. Kurz zusammengefasst, wurden 
im Kernsurvey des Bundesgesundheits-
surveys (Robert Koch-Institut, Berlin, 
1998/99) eine repräsentative Erwachse-
nenstichprobe (18 bis 79 Jahre; N=7.124; 
120 sample-points in städtischen und 
ländlichen Regionen aller Bundeslän-
der, Ausschöpfungsquote: 61%) hinsicht-
lich des körperlichen Gesundheitsstatus 
von trainiertem Personal und Ärzten un-
tersucht; außerdem liegen umfangrei-
che Fragebogendaten zu soziodemogra-
fischen und gesundheitsrelevanten Berei-
chen vor. An einer Teilstichprobe der 18- 
bis 65-Jährigen wurde ergänzend der Zu-
satzsurvey „Psychische Störungen“ durch-
geführt (N=4.181; konditionale Ausschöp-
fungsquote: 88%). Im Zusatzsurvey wur-
de ein computergestütztes klinisches In-
terview (DIA-X/M-CIDI) eingesetzt [36], 
das von klinisch geschulten Interviewern 
in der Regel bei den Teilnehmern zu Hau-
se durchgeführt wurde; die durchschnitt-
liche Interviewdauer lag bei 63 Minuten. 
Dieses Interview erlaubt die standardi-
sierte und auswertungsobjektive Erfas-
sung von Symptomen, Syndromen und 
Diagnosen ausgewählter psychischer Stö-
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Leitthema: Berliner Gespräche zur Sozialmedizin
rungen gemäß den Kriterien des DSM-IV 
(bzw. der Forschungskriterien der ICD-
10), die Beurteilung von Beginn, Dauer 
und Verlauf der Syndrome sowie des kli-
nischen und psychosozialen Schweregra-
des und resultierender Komplikationen; 
es weist in Abhängigkeit vom erfassten 
Störungsbereich zufrieden stellende bis 
sehr gute psychometrische Eigenschaf-
ten auf [37, 38, 39].
Psychische Störungen. Unter „irgendei-
ne psychische Störung“ wurde in den 
Zeitfenstern „niemals“ (keine Lifetime-
Diagnose), „remittiert“ (Lifetime-Diag-
nose, aber nicht in den letzten 12 Mona-
ten) und „aktuell“ (innerhalb der letzten 
12 Monate) das Vorliegen mindestens ei-
ner der folgenden Diagnosegruppen zu-
sammengefasst:
▂ Missbrauch oder Abhängigkeit von 
Alkohol oder illegalen Substanzen,
▂ psychotische Störung (z. B. Schizo-
phrenie),
▂ affektive Störungen (unipolare De-
pressionen, bipolare Störungen),
▂ Angststörungen (einschließlich 
Zwangsstörungen, ohne posttrauma-
tische Belastungsstörung), 
▂ somatoforme Störungen (einschließ-
lich unterschwelliger Somatisierungs-
störung SSI4,6 [40]), 
▂ Essstörungen.
Inanspruchnahme. Die so erfassten psy-
chischen Störungen werden mit Frage-
bogendaten derselben Personen zur Nut-
zung von Gesundheitsleistungen (vgl. 
[41]) und zu Krankheitstagen im letzten 
Jahr gekoppelt. Folgende Inanspruchnah-
meparameter wurden im Einzelnen für 
das letzte Jahr per Fragebogen erhoben: 1. 
Anzahl der verbrachten Nächte im Kran-
kenhaus, 2. Häufigkeit der Besuche beim 
Hausarzt und 3. Häufigkeit der Besuche 
bei verschiedenen Facharztgruppen (ein-
schließlich Psychiater und Psychothera-
peuten). Unter „Facharztbesuche“ wur-
de die Anzahl der Besuche bei folgenden 
Arztgruppen summiert: Internist, Gynä-
kologe, Augenarzt, Orthopäde, Hals-Na-
sen-Ohrenarzt, Nervenarzt, Psychiater, 
Psychotherapeut, Chirurg, Arzt für Na-
turheilkunde, Arzt für Homöopathie, 
Hautarzt, Radiologe, Urologe, Werks-, Be-
triebsarzt oder Arbeitsmediziner, Amts-
arzt, sonstiger Arzt.
Ausfalltage. Unter „Ausfalltage“ wurde 
die Anzahl der angegebenen Tage auf fol-
gende Frage gefasst: „Wie viele Tage wa-
ren Sie in den vergangenen 12 Monaten 
insgesamt so krank, dass Sie Ihren übli-
chen (Arbeits-) Tätigkeiten nicht nach-
gehen konnten?“ Erfragt werden also 
nicht nur die Krankschreibungstage von 
Arbeitnehmern, sondern auch die von 
Nichtberufstätigen.
Auswertung und Analysen. Statistische 
Vergleiche zwischen den 3 Gruppen „Per-
sonen ohne Lifetime-Diagnose“, „Perso-
nen mit remittierten Lifetime-Diagno-
sen“ und „Personen mit aktuellen (12-Mo-
nats-) Diagnosen“ werden mittels Mean 
Ratios (MR, negative Binomialregression 
[42]) berichtet. Dieses Verfahren wird der 
Verteilung der Werte beim Vergleich von 
Mittelwerten besser gerecht als andere 
Verfahren (z. B. t-Test), denn Arztbesuche 
und Ausfalltage sind insgesamt seltene Er-
eignisse und somit keinesfalls normal-, 
sondern stark linkssteil verteilt. Zudem 
kann damit nicht nur die Signifikanz des 
Unterschieds, sondern auch seine Größe 
abgeschätzt werden: Das Mean Ratio ent-
spricht dem prozentualen Mittelwertsun-




57,2% (N=2.390) der Gesamtstichprobe 
erhielten keine (Lifetime-) Diagnose ei-
ner psychischen Störung, 11,7% (N=491) 
zumindest eine frühere Diagnose, ohne 
aber in den letzten 12 Monaten die Kri-
terien für eine psychische Störung er-
füllt zu haben (Remittierte), und 31,1% 
(N=1.301) wiesen zumindest eine aktuel-
le psychische Störung auf (12-Monats-Di-
agnose).
Zwischen diesen 3 Gruppen ergaben 
sich bezüglich der Inanspruchnahme 
von Hausärzten, Fachärzten und statio-
nären Aufenthalten bedeutsame Unter-
schiede (⊡ Abb. 2): Personen mit aktu-
eller psychischer Störung suchten im 
vergangenen Jahr mit durchschnittlich 
3,8 Besuchen (s=5,6) den Hausarzt signi-
fikant häufiger auf als Personen ohne Li-
fetime-Diagnose (M=2,7, s=4,3) und Per-
sonen mit einer früheren psychischen 
Störung (M=2,6, s=5,0).
Gegenüber der Referenzgruppe oh-
ne Lifetime-Diagnose ist das Mean Ratio 
der Personen mit aktueller Störung sig-
nifikant erhöht (MR=1,39; 95%KI: 1,23–
1,56, p<0,01). Remittierte weisen jedoch 
gegenüber Personen ohne Lifetime-Diag-
nose keine Unterschiede auf (MR=0,97; 
95%KI: 0,78–1,21, p<0,80).
Auch bezüglich der Facharztbesuche 
zeigten die derzeit Betroffenen höhere 
Inanspruchnahmeraten (M=7,4, s=11,2) 
als Remittierte (M=5,9, s=10,1), und bei-
de Gruppen lagen signifikant über den-
jenigen ohne Lifetime-Diagnose (M=4,1, 
s=6,5). Die entsprechenden Mean Rati-
os betrugen MR=1,78 (95%KI: 1,59–1,99, 
p<0,01) für die derzeit Betroffenen und 
MR=1,40 (95%KI: 1,16–1,69, p<0,01) für 
die Remittierten. Diese Unterschiede blie-
ben auch dann erhalten, wenn Nervenärz-
te/Psychiater und Psychotherapeuten aus 
der Analyse ausgeschlossen wurden.
Personen mit aktueller psychischer 
Störung berichteten gegenüber Perso-
nen ohne Lifetime-Diagnose (M=1,2, 
s=5,7) auch mehr Krankenhaustage 
(M=2,1, s=9,3; MR=1,84, 95%KI: 1,16–1,69, 
p<0,01); Remittierte (M=1,4, s=5,6) unter-
schieden sich hingegen nicht (MR=1,32, 
95%KI: 0,82–2,10, p<0,26).
Abb. 3 ▲ Psychische Störungen und Ausfalltage im letzten Jahr
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Ausfalltage
Der Durchschnitt der Ausfalltage wegen 
Krankheit im letzten Jahr betrug über al-
le Teilnehmer hinweg 12,9 Tage (s=38,5). 
Da diese Werte auf Selbstangaben beru-
hen und sich nicht nur auf Pflichtversi-
cherte beschränken, sind sie nicht direkt 
mit der Krankheitsartenstatistik (Bun-
desgesundheitsministerium, 1998) ver-
gleichbar.
Hier wurden die Unterschiede bei Vor-
liegen einer psychischen Störung beson-
ders deutlich (⊡ Abb. 3): Personen mit ak-
tueller Diagnose berichteten etwa dop-
pelt so viele Ausfalltage (M=19,8, s=50,9) 
wie diejenigen ohne Lifetime-Diagnose 
(M=9,9, s=31,2; MR=2,01, 95%KI: 1,64–
2.47, p<0,01). Remittierte unterscheiden 
sich demgegenüber nicht von den Nicht-
Fällen (M=9,7, s=28,7; MR=0,98, 95%KI: 
0,68–1,43, p< 0,95).
Um den möglichen Einfluss komorbi-
der körperlicher Krankheiten auf diese 
Befunde abzuschätzen, wurden alle eben 
berichteten Berechnungen zusätzlich für 
folgende 3 Gruppen durchgeführt: keine 
Diagnose einer körperlichen Erkrankung 
im Kernsurvey (N=1.251), 1–2 somatische 
Diagnosen (N=1.896) sowie 3 oder mehr 
somatische Diagnosen (N=1.034). Für al-
le 3 Gruppen entsprachen die Ergebnisse 
den hier dargestellten Gesamtwerten.
Diskussion
Die hier vorgelegten bevölkerungsbezo-
genen Auswertungen zeigen erstens, dass 
aktuelle (akute) psychische Störungen 
mit einer deutlich erhöhten Inanspruch-
nahme von allgemeinen Gesundheitsleis-
tungen assoziiert sind. Zweitens konnten 
wir populationsbezogen das erhebliche 
Ausmaß an Ausfalltagen, die mit psychi-
schen Störungen verbunden sind, doku-
mentieren und die bislang vorliegenden 
Schätzungen der Global Burden of Dis-
ease-Studie [21] für ein breiteres Spekt-
rum psychischer Störungen bestätigen 
und erweitern. In diesem Zusammen-
hang ist zu berücksichtigen, dass auch 
Fälle mit kurzer Krankheitsdauer einbe-
zogen wurden, die die jeweilige Störung 
erst in kürzerer Vergangenheit (vor Wo-
chen oder wenigen Monaten) entwickelt 
hatten und bezüglich einer Inanspruch-
nahme noch nicht so ins Gewicht fielen 
wie die Personen, die die Kriterien für ei-
ne oder mehrere psychische Störungen 
über den gesamten Jahreszeitraum erfüll-
ten. Insofern sind die Angaben als konser-
vative Schätzung anzusehen.
Sowohl verglichen mit Personen, die 
niemals eine psychische Störung hatten, 
als auch gegenüber Fällen, die zwar frü-
her (vor mehr als einem Jahr) unter ei-
ner psychischen Störung litten, aber in-
zwischen voll- oder teilremittiert waren, 
berichteten aktuell Betroffene über mehr 
Hausarztbesuche, mehr Tage in statio-
nären Einrichtungen und mehr Ausfall-
tage. Diese Unterschiede blieben auch 
dann weitgehend unverändert bestehen, 
wenn Spezialisten für psychische Störun-
gen, also Psychiater und Psychotherapeu-
ten, nicht berücksichtigt wurden. Beson-
ders bemerkenswert ist, dass remittier-
te Personen, die innerhalb der letzten 
12 Monate nicht mehr die Kriterien für 
eine psychische Störung erfüllten, weit-
gehend „normale“ Werte aufwiesen; sie 
hatten im Vergleich zu Personen, die nie-
mals die Kriterien einer psychischen Stö-
rung erfüllten, lediglich mehr Facharztbe-
suche zu verzeichnen.
Diese Ergebnisse bestätigen frühere 
Befunde, nach denen bei Vorliegen psy-
chischer Störungen die Inanspruchnah-
me nicht nur im Hinblick auf speziali-
sierte Behandlungsangebote, sondern 
allgemein erhöht ist [z. B. 43]. Die vorlie-
gende Studie kann aufgrund ihres Quer-
schnittscharakters keine gesicherten Aus-
sagen über die diesbezüglichen Gründe 
machen. Aufgrund der Literatur [44, 45, 
46, 47] liegt es nahe, insbesondere folgen-
de Aspekte zu vermuten: a) Betroffene 
erkennen selbst nicht, dass sie unter ei-
ner psychischen Störung leiden, und su-
chen allgemein und ungerichtet Hilfe bei 
den ihnen bekannten Haus- und Fachärz-
ten, b) die behandelnden Ärzte erkennen 
das Vorliegen einer psychischen Störung 
nicht und behandeln lediglich die somati-
schen Manifestationen, c) ein nicht uner-
heblicher Anteil aller Betroffenen mit ei-
ner psychischen Störung erfüllt auch die 
Kriterien einer somatoformen Störung 
(Fehlwahrnehmung und Deutung „nor-
maler“ körperlicher Symptome als Nach-
weis für eine körperliche Erkrankung). 
Wir können davon ausgehen, dass bei vie-
len Patienten auch eine Kombination die-
ser Faktoren zu beachten ist. Die Daten 
einer Subgruppe ausgeprägter „high uti-
lizer“ legt durchaus bei einigen Fällen 
eine „Irrfahrt durch das Gesundheits-
system“ nahe; insbesondere bei denjeni-
gen, bei denen psychophysiologische Be-
schwerden im Vordergrund stehen. Die-
ser Vermutung werden wir in weiteren 
Analysen z. B. für die Gruppen der Perso-
nen mit Panikstörung ohne Agoraphobie, 
bei Somatisierungsstörungen oder bei de-
pressiven Störungen mit ausgeprägten so-
matischen Symptomen nachgehen.
Darüber hinaus wird oft übersehen, 
dass aus bislang noch nicht hinreichend 
untersuchten Gründen zwischen psychi-
schen Störungen und körperlichen Er-
krankungen eine deutlich erhöhte Ko-
morbidität zu verzeichnen ist [48]. Aller-
dings können die hier beobachteten er-
höhten Inanspruchnahme- und Ausfall-
tagebefunde nicht einfach durch den Ein-
fluss körperlicher Erkrankungen erklärt 
werden, da diese auch bei Kontrolle nach 
Anzahl körperlicher Diagnosen bestehen 
bleiben.
Die Studie hat ferner verdeutlicht, dass 
psychische Störungen nicht zwangsläufig 
chronische Erkrankungen sind. Der Nach-
weis, dass sich remittierte Fälle hinsicht-
lich Inanspruchnahmehäufigkeit und 
Ausfalltagen kaum mehr von Personen 
ohne psychische Störungen unterschei-
den, unterstreicht einerseits den häufig 
episodischen Verlauf dieser Störungen 
(z. B. Depression). Andererseits kann spe-
kuliert werden, dass hier – über Spontan-
remissionen hinaus – auch möglicherwei-
se die Effekte adäquater therapeutischer 
Interventionen zum Ausdruck kommen. 
Zumindest scheint es gerechtfertigt, die 
weit verbreitete Annahme anzuzweifeln, 
dass psychische Störungen in jedem 
Fall und generell langfristig teuer seien 
(„Einmal psychisch krank – immer psy-
chisch krank“). Den Daten des Bundes-
gesundheitssurveys kann nicht entnom-
men werden, wie viele Fälle aufgrund ei-
ner adäquaten Behandlung und wie vie-
le „spontan“ remittiert sind. Nur 31% der 
Remittierten gaben im Zusatzsurvey an, 
jemals professionelle Hilfe aufgrund psy-
chischer Probleme erhalten zu haben. Be-
trachtet man aber die ermutigenden Er-
folgsraten moderner klinisch-psycholo-
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gischer Interventionen und pharmako-
logischer Behandlungen in klinischen 
Studien, so kann zumindest nicht aus-
geschlossen werden, dass diese zu einer 
nachfolgenden substanziellen Senkung 
von direkten und insbesondere indirek-
ten Krankheitskosten beitragen können. 
Zu diesem Schluss kamen auch zahlrei-
che Studien, die sich nicht wie in der vor-
liegenden Arbeit mit der Allgemeinbe-
völkerung, sondern im Sinne eines Bot-
tom-up-Ansatzes mit Patientenstichpro-
ben beschäftigt haben und bedeutsame 
Einsparungen im Zuge der untersuch-
ten Behandlungen fanden [49, 50, 51, 52, 
53, 54, 55, 56]. Allerdings ist hier anzumer-
ken, dass die Datenlage zur Kostenreduk-
tion durch pharmakologische und/oder 
psychotherapeutische Maßnahmen (vor 
allem in Deutschland und insbesondere 
im ambulanten Bereich) – etwa im Ver-
gleich zum Nachweis von Einsparungen 
durch psychoedukative Interventionen 
im nicht-psychiatrischen Bereich (z. B. 
Operationsvorbereitung [57]) – noch re-
lativ dünn ist.
Als Ziele für zukünftige, weiterführen-
de Arbeiten in diesem Bereich sind auf-
grund unserer Daten zu nennen:
▂ Gezielte Untersuchungen zum Ein-
fluss des Nicht-Erkennens bzw. der 
Fehldiagnose bei psychischen Störun-
gen: Das Erkennen psychischer Stö-
rungen erfordert eine sorgfältige Di-
agnostik (z. B. zumindest ein diagnos-
tisches Screening-Interview); die ein-
fache, direkte Befragung („Hatten 
Sie jemals eine psychische Erkran-
kung, z. B. Angstzustände, Depressi-
on, Psychose?“) reicht im Allgemei-
nen nicht aus. So wurden z. B. bei 
der ärztlichen Befragung im Kernsur-
vey etwa 70% der Diagnosen „überse-
hen“, die mit aufwändigerer Diagnos-
tik im hier dargestellten Zusatzsur-
vey ermittelt wurden. Es darf deshalb 
angenommen werden, dass adminis-
trative Daten zu Krankschreibungen, 
Überweisungen und Medikamenten-
verordnungen durchaus ähnliche 
Mängel aufweisen. In diesem Zusam-
menhang ist auch eine Verbesserung 
des Wissens um psychische Störun-
gen und eine weitere Entstigmatisie-
rung dieser Erkrankungen in der Be-
völkerung anzustreben, denn die ärzt-
liche Erkennensrate steigt beachtlich, 
wenn betroffene Patienten von sich 
aus psychische Beschwerden schil-
dern [31].
▂ Untersuchungen zur Bestimmung 
mangelnder Therapiebereitschaft: Es 
ist bis heute ungeklärt, wie groß der 
Anteil von Patienten ist, der trotz ad-
äquater Diagnostik und Indikation 
keine Behandlung aufnimmt. Auch 
sind die Gründe für eine mangeln-
de Therapiebereitschaft empirisch 
schlecht untersucht: Seien es eine 
Stigmatisierung psychischer Störun-
gen (und damit eine Tendenz, sol-
che zu verleugnen), die Unwissen-
heit oder Voreingenommenheit ge-
genüber psychologischen oder psy-
chopharmakologischen Behandlungs-
möglichkeiten, die unzureichende 
Motivation von Diagnostikern (z.B. 
Hausarzt), schlechte Erfahrungen mit 
früheren Behandlungen oder ande-
re Gründe – nicht selten besteht von 
Patientenseite keine aktive Nachfra-
ge nach einer psychologischen oder 
psychiatrischen Behandlung.
▂ Differenzierte Untersuchungen zum 
infrastrukturellen Interventionsange-
bot: Das Angebot an Spezialisten, al-
so insbesondere an Psychiatern, Psy-
chotherapeuten, in der Behandlung 
psychischer Störungen qualifizier-
ten Hausärzten sowie flankierender 
Dienste (Beratungsstellen und Selbst-
hilfeeinrichtungen) erscheint auf der 
Grundlage unserer Daten – insbeson-
dere in weiten Bereichen der neuen 
Bundesländer – nicht annähernd aus-
reichend, um auch nur ein Drittel al-
ler Betroffenen mit einer eindeutigen 
Indikation zu erreichen [7, 46].
Einschränkend muss bemerkt werden, 
dass die hier präsentierten Ergebnisse 
nur sehr grobe Indikationen umfassen 
(z. B. Zusammenfassen aller Fachärzte 
ohne Berücksichtigung unterschiedli-
cher Kosten innerhalb dieser Gruppe, Zu-
sammenfassen aller psychischen Störun-
gen ungeachtet der Diagnose oder Dau-
er der Erkrankung, Zusammenfassen 
beider Geschlechter und über alle Alters-
gruppen hinweg). Zudem basieren die 
Daten auf Selbstangaben und unterliegen 
damit den üblichen Verzerrungen durch 
Erinnerungsfehler (z. B. Unterschätzung 
von Arztbesuchen) oder durch die mögli-
che soziale Erwünschtheit der Angaben 
(z. B. „Untertreibung“ von Arbeitsunfä-
higkeitszeiten); es besteht allerdings kein 
Anhaltspunkt dafür, dass sich die 3 unter-
suchten Gruppen hinsichtlich solcher Er-
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3. Mental disorders and work 
 
 
The strong association between mental disorders and work loss or reduced productivity is well 
documented (e.g., Dupré, 2001; Kessler & Frank, 1997; Spijker et al., 2004; Wang et al., 2004; 
Wittchen et al., 2000) and usually interpreted as mental disorders causing problems at work. But, like 
in the complex models for the association between mental and physical disorders, also the other path 
exists. A growing body of evidence shows that adverse working conditions – e.g., an imbalance 
between efforts and rewards (Siegrist, 2005), or occupational stress due to concurrent high job strain, 
low control, low support and isolation (job-demand-control-support-model; see Van der Doef & Maes, 
1999) – also prospectively lead into mental ill-health. 
 
Although the cross sectional nature of the GHS-MHS prohibits drawing causal inferences, the relation 
between working conditions and mental disorders in the GHS-MHS shall be presented briefly here 
from: 
 
C2. Rösler, U., Jacobi, F. & Rau, R. (2006). Work and Mental Disorders in a German National 




The paper investigates associations between job characteristics and mental disorders. The following 
self reported job characteristics are taken into account: 
 
• Physical load (not high vs. high but not impairing vs. high and impairing) 
 
• Overtime (not present vs. present but not impairing vs. present and impairing) 
 
• Stress at work (not present vs. present but not impairing vs. present and impairing) 
 
 
Table 3 (from Rösler et al., 2006) shows the results of a sequential stepwise logistic regression 
including sociodemographic variables and work characteristics performed on four groups of mental 
disorders as outcomes (substance use disorders, affective disorders, anxiety disorders, somatoform 
disorders). Analyses were not run separately for men and women because, with one exception 
(affective disorders), we found no significant interactions between job characteristics and gender with 
regard to the presence of the included mental disorders. However, women who reported experiencing 
stress at work without feeling impaired by it were less likely to suffer from affective disorders. In 
contrast, female employees who reported doing overtime but did not feel impaired were more likely to 






In the first step of the sequential logistic regression analyses, covariates (i.e. sociodemographic 
variables as gender, age, social class, marital status, number of children, unemployment within last 
five years) were entered. With regard to the covariates in step one (i.e. before taking job 
characteristics into account), results are similar for the sub-sample belonging to the workforce used 
here (N=2329) compared to the total sample (N=4181) of which correlates were reported in Chapter A.  
 
In the second step, job characteristics were added to the regression model. Tests of the covariate 
model (step one) against the full model (step two) showed reliable improvements for each analysis, 
indicating significant increases of the explained variance after job characteristics were added. 
Specifically, the explained variance (Nagelkerke’s R2) in step two increased from .048 to .093 for 
anxiety disorders, from .044 to .084 for somatoform disorders, from .036 to .078 for affective disorders, 
and from .049 to .063 for substance abuse/dependence.  
 
The presence of stress at work even without reporting impairment due to stress was associated with 
affective disorders and approached significance with somatoform disorders after all the other variables 
had been taken into account. Furthermore, feeling impaired by stress at work was associated with all 
groups of mental disorders. Overtime (not impairing and impairing) was not associated with mental 
disorders, except an unexpected negative association with affective disorders in employees who 
reported overtime without feeling impaired. Physical load did not seem to have any association with 
mental disorders. 
 
Thus the results show that employees who experience stress at work are more likely to suffer from 
mental disorders. But these findings, even though plausible, cannot be reliably interpreted in the way 
that stress at work leads into mental disorders. Maybe depressive or anxious persons move into less 
favourable jobs instead of becoming depressed because of adverse work, or they report more work 
strain due to their negative mental state and not due to objective work conditions. Taken together, it 
seems still difficult to separate cause and effect. However, prospective results (e.g., Stansfeld et al., 
1999) indicate the causal effect of unfavourable job characteristics on mental disorders. Longitudinal 
studies and case control studies could shed light on the possibly bidirectional nature of the association 
between job characteristics and mental disorders. Regarding the assessment of job characteristics, 
validated standardized instruments and the combination of objective and subjective job analyses are 
strongly needed. This procedure would minimalize individual biases (Rau, 2004; Spector, 1992) and 
facilitate the development appropriate prevention and intervention strategies for job design and mental 
health promotion at work. The enormous negative impact of mental disorders on the well-being of the 
community and the economy underline the necessity of effective workplace interventions and 
increased implementation of “occupational health psychology”. In light of the low treatment rates 
reported above and given the importance of work as a core life domain in most adults, such workplace 
interventions might be a very promising form of dissemination of mental health care. 
 
 
[Insert Rösler et al. (2006) here] 
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Abstract
Most previous studies concerning the associations between work and mental ill-health have used
dimensional self-report questionnaires for mental health problems (e.g., depressive symptoms). This
study contributes to occupational health research by providing standardized clinical diagnoses based
on DSM-IV criteria. A total of 2329 employees (age 1865 years) took part in a structured,
computer-assisted clinical interview (DIA-X/M-CIDI). Further, they specified whether their job was
characterized by physical workload, overtime, or stress, and evaluated whether they feel impaired by
each job characteristic. Results show that substance abuse/dependence (including nicotine depen-
dence) was the highest prevalent mental disorder in German employees (12 month prevalence:
14.4%; only alcohol and illicit substance abuse/dependence: 4.9%) followed by anxiety (12.0%)
somatoform (9.7%), and affective (9.3%) disorders. Sequential logistic regression analyses showed
significant associations between the presence of stress at work and affective and somatoform disorders.
Furthermore, feeling impaired by stress at work was strongly associated with anxiety, affective,
somatoform disorders, and substance abuse/dependence. Beside work, personal characteristics,
primarily gender, were associated with mental disorders in employees. However, except for affective
disorders, gender did not modify the association between job characteristics and mental disorders.
Taken together, results corroborate the necessity of considering mental disorders at work. Further
studies to define the relation between work and mental disorders in employees are strongly
recommended and should include objective analyses of job characteristics.
Keywords: Mental disorders, work, stress, German national health survey, substance abuse,
depression, anxiety
Introduction
Negative job characteristics have been examined in depth with reference to cardiovas-
cular diseases (e.g., Hemingway & Marmot, 1999; Landsbergis, Schnall, Belkic, Baker,
Schwartz, & Pickering, 2001; Schnall, Landsbergis, & Baker, 1994; Siegrist & Rugulies,
2002). Comparatively less is known about the relationship between work and mental
disorders, in particular with regard to established diagnoses (as opposed to dimensional
measures of depressive states). This is very surprising, since the last few decades have
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shown high prevalence rates for mental disorders and their increasing importance for
morbidity. For instance, taking together all European epidemiological studies reporting
population-based prevalence of DSM-IV disorders, it is estimated that more than one
out of four adults aged from 18 to 65 years (i.e., more than 80 million in the EU) is
affected by one or more of the most prevalent mental disorders (Wittchen & Jacobi,
2005). Further, in a scenario of future morbidity, Murray and Lopez (1997) estimate
that the global burden of neuropsychiatric disorders will increase from 10.5% in 1990 to
14.7% by the year 2020. Beside the psychological strain for the patient, mental
disorders are a central expense factor for the community (WHO, 2001). For instance,
Friemel, Bernert, Angermeyer, and Koenig (2005) estimate that 1.6 billion Euro are
annually expended on the treatment of depressive disorders in Germany. Additionally,
indirect financial losses because of reduced productivity account for 1.3 billion Euro
(Friemel et al., 2005).
Multiple factors influence the development of mental disorders. Genetic epidemiol-
ogy has shown that, alongside genetic factors, environmental factors and their
interaction are predictive for developing anxiety, depression and other mental disorders
(e.g., Hettema, Neale, & Kendler, 2001; Sullivan, Neale, & Kendler, 2000). Thus the
question arises whether there are also work-related risk factors for developing mental
disorders. In a review of prospective studies, Tennant (2001) concluded that work-
related stress contributes to depressive symptoms in several occupations. The author
underlines the adverse effects of increasing demands and job insecurity as a growing
problem among workers. Furthermore, findings from national health surveys in Great
Britain (Griffiths, 1998) and Canada (Wang & Patten, 2001) illustrate the impact of
unfavourable job characteristics on the prevalence of mental disorders. According to
Griffiths (1998), 24% of the British working population mentioned stress-related
symptoms, anxiety, and depression. In the Canadian National Population Health
Survey, 6% of the employees revealed symptoms of major depression (Wang & Patten,
2001). Moreover, Karasek and Theorell (1990) suggest that apart from negative
physical effects of job strain (e.g., elevated blood pressure), depression and loss of self-
confidence are possible consequences of high work demands in combination with
restricted decision latitude. Several studies have mainly verified the predictive value of
single dimensions of the JobDemandControl Model (JDC-Model, Karasek, 1979)
for mental health problems (De Jonge, Dormann, Janssen, Dollard, Landeweerd, &
Nijhuis, 2001; Mausner-Dorsch & Eaton, 2000; Niedhammer, Goldberg, Leclerc,
Bugel, & David, 1998). According to the EffortRewardImbalance Model (Siegrist,
1995) low rewards, high overcommitment, and the imbalance of efforts and rewards at
work must be considered as risk factors for mental ill-health (Larisch, Joksimovic,
Knesebek, Starke, & Siegrist, 2003; Pikhart et al., 2004; Tsutsumi, Kayaba, Theorell,
& Siegrist, 2001).
Searching literature by PubMed, most studies testing the relationship between job
characteristics and mental ill-health used depression or anxiety as outcome variable. The
reasons for this selection remain unclear. One reason might be the prevalence rate, which is
higher in anxiety and depression than in other mental disorders. Another reason could be
that environmental factors play a more important role in the aetiology of anxiety and
depression than in other disorders. However, we found few work-related studies that
included a broader spectrum of mental disorders. Thus, this paper examines the
associations between job characteristics and major groups of mental disorders (anxiety,
affective and somatoform disorders, and substance abuse/dependence). We hypothesize
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that employees working under high physical workload, long working hours, or experiencing
stress would have a higher risk of mental disorders. Except for a study by Braun and
Hollander (1988), this question has not yet been examined in the German population.
Furthermore, the gold standard of diagnosing mental disorders by a standardized clinical
interview (DIA-X/M-CIDI; Wittchen & Pfister, 1997) constitutes the special strength of
this study for the field of occupational health psychology.
Method
Participants and procedure
The German National Health Survey (GHS) is an epidemiological cross-sectional study,
commissioned by the German Ministry of Health and the Robert Koch Institute (Berlin;
Bellach, Knopf, & Thefeld, 1998). Data provide information about frequency, distribution,
and characteristics of diseases, their co-morbidities, associated impairments, and risk
factors, demands on health care facilities, and socio-demographic characteristics (Public
Use File BGS98, 2000). The GHS is based on a stratified random sample of 7124
individuals (aged 1879 years) who were examined between October 1997 and March
1999. The survey shows a modular structure: all participants completed the core survey and
took part in a clinical laboratory examination and in a standardized medical interview.
Several additional surveys, which solely were given to some subgroups, completed the
study. Among them was the Mental Health Supplement (GHS-MHS), the module for the
assessment of mental disorders (aged 1865 years; N/4181; response rate/88%).
Assessment of mental disorders was conducted by clinically trained interviewers with the
DIA-X-Munich Composite International Diagnostic Interview, a structured computer-
assisted clinical interview using DSM-IV criteria (DIA-X/M-CIDI; Wittchen & Pfister,
1997). For a full description of the sample and procedure of the GHS-MHS see Jacobi et al.
(2002).
A total of 2468 persons participating in the Mental Health Supplement (59%) were
working full or part-time. Those who missed more than one item in the assessment of their
work were excluded. The 139 participants (5.6%) who were excluded due to missing data
showed no relevant differences compared to the remaining sample. The final sample
comprised 2329 employees, 1439 men (61.8%) and 890 women (38.2%) aged 18 to 65
years (M/40, SD/11). Most of them were married (64.8%) and belonged to the middle
class Winkler & Stolzenberg (1998) (59.4%).
Measures
Employees were asked to characterize their present occupation by assessing physical
workload, overtime/long working hours, as well as stress. In a second step they estimated
whether they feel adversely affected by each job characteristic (Figure 1). For the present
analyses the assessment of each job characteristic was coded into one of three categories:
absent, present but not impairing, present and impairing.
As mentioned above, mental disorders were assessed by the DIA-X/Munich Composite
International Diagnostic Interview. Thus standardized diagnoses of mental disorders were
obtained. The present paper focuses on 12-month prevalence of anxiety, affective,
somatoform disorders and substance abuse/dependence (including nicotine dependence).
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Statistical methods
Subsequent to descriptive analyses, sequential logistic regression models using the ‘‘enter’’
method were conducted with SPSS 12.0 to assess the associations between job
characteristics and mental disorders. Concerning the dependent variables the class of
greatest interest (diagnosis of mental disorder) was coded with ‘‘1.’’
The first run of the logistic regression analyses included possible covariates. They were
gender, age (continuous variable), marital status (married vs. not married), number of
children (continuous variable), social class (upper class, middle class, lower class), and
recent unemployment (no recent unemployment vs. having been unemployed in the last 5
years). In the second step, job characteristics were added to confirm their association with
mental disorders after the mentioned covariates had been taken into account. For each
variable, odds ratios and their 95% confidence intervals were calculated.
To facilitate interpretation of the results, those categories most likely to be associated with
mental disorders (e.g., female gender, feeling impaired by stress at work, feeling impaired
by overtime) were given higher codes. Furthermore, the strength of association for the
particular models were estimated using Nagelkerke’s R2 (ranging from 0 to 1, similar to R2
in multiple linear regression). To ensure representativeness, data were weighted in the
statistical analyses according to nonresponse and design factors (Jacobi et al., 2002).
Results
Self-reported job characteristics
The frequency distribution of job characteristics in our sample is shown in Table 1. The
main finding here was the high percentage of employees experiencing stress at work
(60.5%). A total of 30.8% reported stress without feeling impaired, an additional 29.7%
suffered from stress at work, i.e., they reported feeling impaired by stress at work. Further,
approximately half of the employees reported working overtime (48.6%) and 39.6%
experienced high physical demands at work. A total of 16.9% of the employees felt impaired
by working overtime and 17.9% felt impaired by physical demands at work.
Is your current occupation characterized by…
Do you feel impaired  
by those conditions?
Physically demanding work  






Stress at the workplace  
(pressure of time or to perform, high 




Overtime, long working hours    Yes 
No 
Figure 1. Work-related items in the German National Health Survey (GHS 1998) selected for the present
analyses.
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Another noteworthy finding is the gender-related differences in the assessments of job
characteristics. Mann-Whitney tests revealed highly significant differences in overtime and
marginal differences in physical load (Table 1). Male employees reported higher values
respectively, thus indicating that overtime and physical demands occurred more frequently
in male than in female employees. However, men and women did not differ in their
assessments of stress at work.
Prevalence of mental disorders in the German working population
Table 2 presents the 12-month prevalence of mental disorders in our sample of employees.
Note that the comorbidity rate was 28.7%. Thus, groups of mental disorders overlap in
part. Results show that substance abuse/dependence, with an estimated 12-month
prevalence of 14.4%, was the most widespread mental disorder in German employees
when taking nicotine dependence into account (alcohol and illicit substance abuse/
dependence/4.9%), followed by anxiety (11.9%), somatoform (9.7%), and affective
(9.3%) disorders.
Prevalence rates of anxiety, somatoform, and affective disorders were approximately
twice as high in female employees as in male, whereas in substance abuse/dependence,
including nicotine dependence 67.1% were male (alcohol and illicit substance abuse/
dependence/83.8%).
Job characteristics and their associations with mental disorders
Sequential logistic regression analyses were performed on the four groups of mental
disorders as outcomes. Analyses were not run separately for men and women because, with
one exception (affective disorders), we found no significant interactions between job
characteristics and gender with regard to the presence of the included mental disorders.
However, women who reported experiencing stress at work without feeling impaired by it
were less likely to suffer from affective disorders (OR/0.28, p B/.01 for female gender/
stress without feeling impaired). In contrast, female employees who reported doing
Table 1. Job characteristics in the general German working population: Mental Health Supplement of the German
Health Survey (GHS-MHS). N/2329.
Total sample Men Women
Job characteristic % N % N % N p1
Physical demands
Not high 60.4 1.397 58.3 834 63.8 563
High, not impairing 21.8 504 25.0 358 16.5 146
High and impairing 17.9 413 16.7 239 19.7 174 .075
Overtime
No overtime 51.4 1.172 43.1 605 64.6 566
Present, not impairing 31.7 723 39.0 548 20.0 175
Present and impairing 16.9 386 17.9 251 15.4 135 .001
Stress at work
Not high 39.5 902 38.1 539 41.8 363
High, not impairing 30.8 704 32.5 460 28.1 244
High and impairing 29.7 679 29.4 417 30.1 262 .221
Note. 1Mann-Whitney test for the differences between male vs. female employees.
238 Roesler et al.
overtime but did not feel impaired were more likely to reveal an affective disorder (OR/
2.49, p B/.05 for female gender/overtime without feeling impaired).
In the first step of the sequential logistic regression analyses, covariates were entered. In
the second step, job characteristics were added. Overall there was a good model fit (all
Hosmer-Lemeshow p /.05). Thus, the estimated values for mental disorders fit the data at
an acceptable level. With regard to the covariates in step one (before taking job
characteristics into account), anxiety, somatoform, and affective disorders were associated
with female gender. The corresponding odds ratios ranged from OR/1.58 (p B/.01) for
affective disorders, to OR/2.51 (p B/.001) for somatoform disorders and OR/2.48
(p B/.001) for anxiety disorders. However, substance abuse/dependence was associated with
being male (OR/0.73, p B/.05). Findings concerning the remaining control variables were
less consistent. Being a member of the lower social class was associated with a higher
prevalence of anxiety disorders (OR/1.58, p B/.05) and being not married with affective
disorders (OR/2.10, p B/.001). With regard to substance abuse/dependence we found
significant associations for almost all covariates. Specifically, employees who were male,
younger (OR for increasing age/0.98, p B/.01), not married (OR/1.78, p B/.001), had
more children (OR/1.41, p B/.05), or were unemployed in the last 5 years (OR/1.30,
p B/.10) were more likely to suffer from substance abuse/dependence.
In the second step, job characteristics were added to the regression model. Tests of the
covariate model (step one) against the full model (step two) showed reliable improvements
for each analysis, indicating significant increases of the explained variance after job
characteristics were added. More concretely, the explained variance (Nagelkerke’s R2) in
step two increased from .048 to .093 for anxiety disorders, from .044 to .084 for
somatoform disorders, from .036 to .078 for affective disorders, and from .049 to .063 for
substance abuse/dependence. Results of the sequential logistic regression analyses for the
full model are summarized in Table 3, showing the individual contribution of each variable
(odds ratios) as well as the amount of variance explained by the full model (Nagelkerke’s
Table 2. Twelve-month prevalence of mental disorders in the general German working population (GHS-MHS).
N/2329.
Total sample Male employees Female employees
Mental disorder % N % N % N x2 p
Anxiety disorders 11.9 278 8.1 117 18.2 162 52.74 .001
Specific phobia 6.4 148 4.0 57 10.2 91 36.25 .001
Social phobia 1.2 28 1.0 14 1.6 14 1.65 .241
Panic disorder1 1.8 42 1.3 18 2.7 24 6.49 .015
Generalized anxiety disorder 0.9 21 0.6 9 1.3 12 3.21 .112
Somatoform disorders 9.7 226 6.4 92 14.9 133 45.98 .001
Pain disorder 7.1 165 3.8 54 12.4 110 62.15 .001
Affective disorders 9.3 217 7.6 109 12.1 108 13.49 .001
Major depression 6.5 151 4.9 70 9.2 82 16.98 .001
Dysthymic disorder 2.6 60 2.4 34 2.9 26 0.68 .421
Bipolar disorder 0.8 19 0.5 7 1.3 12 5.04 .032
Substance abuse or dependence 14.4 335 15.6 225 12.4 110 4.82 .029
Nicotine dependence 11.5 268 11.6 167 11.3 101 0.03 .894
Alcohol abuse or dependence 4.7 110 6.6 95 1.7 15 29.62 .001
Drug abuse or dependence 0.4 8 0.3 4 0.4 4 0.47 .491
Note. 1With and without agoraphobia, x2 tests were calculated for male vs. female employees, df/ 1.
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R2). Note that those categories most likely associated with mental disorders were given
higher codes. Therefore low risk categories (e.g., male gender, no stress at work, no
overtime, etc) became the reference class. The presence of stress at work even without
reporting impairment due to stress was associated with affective disorders (OR/1.68,
Table 3. Sequential logistic regression analyses to test the significance of job characteristics for the prediction of
mental disorders in the German working population (GHS-MHS). N/2329.
Anxiety disorder Somatoform disorder Affective disorder
Substance abuse/
dependence
OR CI p OR CI p OR CI p OR CI p
Gender
Male 1 1 1
Female 2.47 1.883.25 .001 2.46 1.823.33 .001 1.51 1.112.04 .007 0.71 0.540.92 .010
Age 0.99 0.981.01 .867 1.00 0.981.01 .959 0.99 0.981.01 .766 0.97 0.960.99 .001
Social class
Upper class 1 1 1
Middle class 1.16 0.841.61 .363 0.96 0.671.36 .823 1.07 0.741.53 .712 1.05 0.781.42 .721
Lower class 1.65 1.032.63 .035 1.11 0.661.88 .678 1.01 0.581.74 .970 1.09 0.701.71 .682
Marital status
Married 1 1 1
Not married 1.25 0.911.70 .156 1.05 0.741.48 .768 2.13 1.513.00 .001 1.81 1.352.43 .001
Number of
children








1.24 0.901.70 .180 0.95 0.651.37 .784 1.15 0.811.64 .429 1.29 0.971.71 .071
Physical load
Not high 1 1 1
High, not
impairing
0.90 0.631.30 .603 1.16 0.771.73 .464 1.02 0.681.53 .896 1.27 0.941.73 .116
High and
impairing
0.90 0.631.29 .587 1.34 0.911.96 .133 1.24 0.841.83 .274 1.27 0.901.77 .163
Overtime
No overtime 1 1 1
Present, not
impairing
0.88 0.621.24 .481 0.74 0.501.09 .137 0.65 0.440.96 .034 0.79 0.591.06 .121
Present and
impairing
1.05 0.721.51 .796 0.94 0.631.40 .765 1.36 0.912.02 .129 0.89 0.621.28 .542
Stress
Not high 1 1 1
High, not
impairing
0.89 0.611.30 .574 1.45 0.962.17 .074 1.68 1.122.51 .012 1.00 0.731.36 .979
High and
impairing
2.49 1.783.49 .001 2.77 1.884.07 .001 2.28 1.523.42 .001 1.55 1.122.14 .008
Nagelkerke’s
R2
.093 .084 .078 .063
Note. OR/odds ratio, indicating increased or decreased odds of receiving a diagnosis as a result of a one unit
change in the predictor variable, CI/confidence intervals.
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p B/.01) and approached significance with somatoform disorders (OR/1.45, p B/.10) after
all the other variables had been taken into account. Furthermore, feeling impaired by stress
at work was associated with all groups of mental disorders. The corresponding odds ratios
ranged from OR/1.55 (p B/.01) for substance abuse/dependence to OR/2.77 (p B/.001)
for somatoform disorders.
Overtime (not impairing and impairing) was not associated with mental disorders, except
an unexpected negative association with affective disorders in employees who reported
overtime without feeling impaired (OR/0.65, p B/.05). Physical load did not seem to have
any association with mental disorders.
With regard to the covariates, results from step two were consistent with those from step
one, i.e., female employees were more likely to suffer from anxiety, somatoform, and
affective disorders, whereas substance abuse/dependence was associated with male gender
(Table 3). Further, being a member of the lower social class was associated with anxiety
disorders, and being not married was associated with affective disorders. Employees who
were male, younger, not married, had a higher number of children, or were unemployed in
the last 5 years were more likely to suffer from substance abuse/dependence.
Discussion
It was hypothesized that adverse job characteristics (physical load, overtime, and stress at
work) are associated with an increased prevalence of mental disorders. Concerning stress at
work our hypothesis was corroborated. However, for overtime and physical load our
assumptions could not be confirmed.
We will first discuss associations between personal characteristics (covariates) and mental
disorders. In line with findings from numerous epidemiological studies (e.g., Wittchen &
Jacobi, 2005) female employees were significantly more likely to suffer from anxiety and
affective disorders, while men showed higher rates of substance abuse disorders. Although
this applies to the economically inactive population as well, further research should confirm
whether female employees are more frequently exposed than male employees to strain
resulting from work-to-family or family-to-work conflict. It is likely that they are, because
the female partner often has the primary responsibility for child care (Higgins & Duxbury,
2003). Maybe rising demands and discrepancies additionally predispose female employees
to mental disorders. In addition, but with one exception (affective disorders), results
showed that gender had an effect independent from job characteristics and did not modify
the effects of stress, overtime, and physical load (no significant interaction). However, we
found significant interactions between female gender and stress and overtime in relation to
affective disorders. Because within the limits of our analyses we only could speculate about
possible reasons, we abstain from discussing this finding in more detail. Further, in
accordance with previous research (e.g., WHO International Consortium in Psychiatric
Epidemiology, 2000), we found a higher prevalence in employees who were not married,
had been temporarily unemployed in the last 5 years, or were members of the lower social
class.
Second, our results concerning job characteristics show that first of all stress at work was
associated with an increased risk for mental disorders. Several studies confirmed the
pathogenic effects of stress and strain at work for mental health (e.g., Larisch et al., 2003;
Niedhammer et al., 1998; Tennant, 2001; Tsutsumi et al., 2001; Wang & Patten, 2001).
However, the present study extends previous research because it is one of the few using
established diagnoses for mental disorders based on a standardized interview. Our results
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show that especially employees who felt impaired by stress at work showed higher rates of
mental disorders. Thus, the individual appraisal of job characteristics seems to be an
important variable concerning the association between work and mental disorders. This is
in line with the transactional model of stress (Lazarus & Launier, 1978), which had been
confirmed in longitudinal studies, i.e., individual appraisals and coping styles seem to
influence the perceived strain.
Unexpectedly, mental disorders were not more prevalent in employees reporting
overtime. Indeed, employees reporting overtime without feeling impaired were even
significantly less likely to suffer from affective disorders. Similar results were reported by
Tucker and Rutherford (2005), who found negative associations between overtime and the
frequency of health problems in employees who reported low schedule autonomy together
with high social support. Further, it seems likely that overtime is seen as a matter of course
in some occupations and does not necessarily represent a risk factor if the higher amount of
work is outweighed by satisfactory rewards. For example, employees who are highly
intrinsic motivated by their job could tend to work longer hours and nevertheless feel well.
This is in accordance with a recent study from van der Hulst and Geurts (2001), who found
associations between overtime and adverse mental health solely for low reward situations.
Finally, due to the cross-sectional design, it cannot be ruled out that the absence of
depression includes a healthy worker effect or a component of resilience, i.e., those
employees might be able to work longer without feeling impaired because they have better
health or more resources than others. Taken together, the relation between overtime and
mental health seems to be more complex and moderating variables should be taken into
account. However, an alternative explanation for our findings is possible because of the
imprecise operationalization of the overtime item, as the extent of overtime was not given.
Thus it is not to be clarified whether the person really worked additional hours or whether
he or she merely evaluated the working time as ‘‘long.’’
Results show that physical demands did not predict mental disorders in our sample. This
result conflicts with findings from Karasek and Theorell (1990) who state that physical
demands play an important role in the aetiology of stress-related illness.
Before discussing directions for future research and practical implications, two important
limitations of the present analyses should be addressed. First, due to the cross-sectional
design, the present analyses solely confirm associations. Thus our results show that
employees who experience stress at work are more likely to suffer from mental disorders,
but results, even though plausible, cannot be reliably interpreted as meaning that stress at
work leads to mental disorders. Maybe depressive or anxious persons move into less
favourable jobs instead of becoming depressed because of adverse work, or they report
more work strain due to their negative mental state and not due to objective work
conditions. Taken together, it seems still difficult to separate cause and effect. However,
prospective results from Stansfeld, Fuhrer, Shipley, and Marmot (1999) indicate the causal
effect of unfavourable job characteristics on mental disorders. In a large longitudinal sample
Stansfeld et al. found that high job demands and the imbalance of efforts and rewards
predicted self-reported psychiatric morbidity (higher scores in the General Health
Questionnaire; Goldberg, 1972) at follow up. Second, the already mentioned imprecision
of the items used for the assessment of work constitutes another crucial restriction.
Different concepts were combined in one item, i.e., stress or worries at work were put
together although clearly different dimensions were measured (workload and strain vs. job
insecurity, worries because of interpersonal conflict, etc).
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These limitations originate from the initial intention of the German National Health
Survey (GHS). The national representative survey focused on substantial information
about health and illness in the German population. Therefore, the assessment of job
characteristics lacks precision whereas the clinical diagnoses based on DSM-IV criteria
constitute the important strength of the GHS, together with the representativeness of the
population-based sample (as opposed to studies conducted with convenience samples).
Despite these limitations, our results support the assumption that stress at work is
associated with mental disorders, not only in dimensional ratings but on the level of reliably
established diagnoses according to DSM-IV criteria. Due to the limitations mentioned,
reliable and valid statements concerning job characteristics as risk factors for mental
disorders are required. Longitudinal studies and case control studies could shed light on the
possibly bidirectional nature of the association between job characteristics and mental
disorders. Regarding the assessment of job characteristics, validated standardized instru-
ments and the combination of objective and subjective job analyses are strongly needed.
This procedure would enable individual biases to be minimalized (Rau, 2004; Spector,
1992) and appropriate prevention and intervention strategies for job design and mental
health promotion at work to be derived. The enormous negative impact of mental disorders
on the well-being of the community and economy underline the necessity of effective
workplace interventions, especially when it comes to the increasing prevalence of
depression. The World Health Organization estimates that depressive disorders will be
one of the leading causes of disability burden in 2020 (Murray & Lopez, 1997). Today, this
is already the case for persons aged between 15 and 44 years, i.e., an age where the majority
is employed (WHO, 2006).
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4. Cost estimates 
 
The burden associated with mental disorders reported above (DALYs, elevated somatic comorbidity, 
loss of work productivity) always addresses cost factors, but genuine cost-of-illness studies that 
evaluate these cost factors in monetary terms are relatively rare. For Europe, an effort was made by 
the European Brain Council (EBC) and the European College of Neuropsychopharmacology (ECNP) 
to estimate direct and indirect costs related to disorders of the brain per year in the EU. In Chapter A, 
parts of this study have already been reported (Wittchen & Jacobi, 2005). 
 
Table C2 presents the core results of the cost studies: a sum of greater than 380 billion Euro (PPP, 
2004) is attributed to all diagnoses (including neurological and neurosurgical conditions), with nearly 
300 billion Euro for mental disorders. Mood disorders are the most expensive diagnoses. Indirect costs 
exceed direct costs.  
 
Tab. C2: Costs of brain disorders in Europe by disease area (€ PPP1 million)  





costs3 indirect costs3 
total costs  
€ million 
Mental disorders 110061 51673 132985 294719 
Addiction 16655 3962 36657 57274 
Affective Disorders 28639 -2 77027 105666 
Anxiety Disorders 22072 - 19301 41373 
Dementia 12840 42337 - 55177 
Psychotic Disorders 29855 5374 - 35229 
Neurological diseases 21286 20259 42389 83934 
Neurosurgical diseases 4099 269 3155 7523 
All brain disorders 135466 72201 178529 386176 
     
1: PPP: standardized with regard to economy (purchasing power parity) of the involved countries in 
€ in 2004 
2: - : no data available  
3: healthcare costs: hospitalization, drugs, outpatient care; direct nonmedical costs: social services, 
informal care, other direct costs; indirect costs: sick leave, early retirement, premature death; crime 




In light of the scarce data sources (for many countries the costs had to be imputed; see Andlin-
Sobocki et al., 2005) these figures have to be interpreted with caution, but the results are probably 
rather an under- than an over-estimation of the impact of mental ill-health:  
 
• Of the wide range of mental disorders only the most prominent had been considered,  
 
• the calculations were based on 12-month prevalences of threshold DSM-IV/ICD-10 cases (and 
thus neglecting subthreshold conditions and negative mental health states that do not fit the 
criteria of the classification systems), and  
 
• more than a third of the population was not taken into account (i.e. mental disorders in people less 
than 18 or more than 65 years of age). 
 
Estimations for the USA are also remarkably high. However, the numbers in Table C3 are not directly 
comparable to the presented European estimates due to inclusion of other non-health-related costs 
(e.g. crime related costs), different time frames (i.e. not standardized to € in 2004), and different 
population size (US vs. EU, whole age range vs. 18-65 years). Such estimates are usually provided 
with the notion that the field of mental disorders is in light of these huge costs clearly under-funded. 
 
 
Tab. C3: Cost estimations for the US for anxiety and mood disorders in the 1990s (per year)  
Anxiety disorders Mood disorders 
Rice & Miller (1996): 46 billion $ Rice & Miller (1996): 31 billion $ 
Greenberg et al. (1999): 42 billion $  Greenberg et al (1999): 53 billion $ 




5. Excursus: Trends over the last decades 
 
Big epidemiological studies are expensive (usual sample size range: 3000-10000) and cannot be 
carried out often in one region. Thus, comparable figures over time for one region are rare. The 
increasing share of mental disorders as a cause of sickness absence from work as well as disability 
benefit claims in many countries suggests an increasing prevalence of mental disorders. In Germany, 
mental disorders were the most increasing diagnoses responsible for sickness days according to 
recent reports from health insurance companies, e.g., + 67% from 1997-2004 against a decreasing 
trend in other diagnoses (DAK, 2005; see also BKK, 2005). This implies that the prevalence of mental 
disorders are dramatically increasing. 
 
But this hypothesis is not really confirmed by the available data, as shown in Figure C2. The 2002 
repeat survey of the 1992 US National Co-morbidity Survey (NCS-R; see Kessler et al., 1994, 2005) 
revealed some differences in selected disorders, but the overall rates (any mental disorder) and the 
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most important aggregate diagnostic categories (mood and anxiety disorders) were very stable. 
However, opposite to the NCS-R sample, in a recent publication of a very large study which is 
representing the same population Compton et al. (2006) report increasing rates in the US – it is still 
unclear why these two repeat studies yielded different results. In a repeated British household survey 
(1993 and 2000; see Singleton et al., 2001, Jenkins et al., 1997) the prevalence of mental disorders 
and symptoms were basically at the same level and trends were quite similar, too. Also one of the 
most comprehensive longitudinal studies on mental disorders worldwide, the Canadian “Stirling 
County Study”, yielded relatively stable results between 1979 and 1992 (Murphy et al., 2000). Finally, 
a meta-analysis by Costello, Erkanli & Angold (2006) found no signs for a strong increase of 
depression among children and adolescents born between 1965 and 1996.  
 
 



















Figure C2: Prevalence rates of mental disorders over time 
 
 
Apart from repeated surveys, time trends can be estimated via cohort analyses of lifetime prevalence 
and retrospectively reported first onset of the disorder in cross-sectional studies. Figure C3 shows the 
age at onset distribution of the respondents diagnosed with Major Depression in the GHS-MHS study 
by five cohorts. Remarkably, lifetime prevalence (i.e. ever having experienced at least one episode of 
major depression) is about the same (20%) in all cohorts – even though the younger cohorts had gone 
through a shorter risk period than the older ones (i.e. some of the younger non-cases will probably 
develop a major depression later in life). Further, the reported ages of first onset look much lower in 
the younger cohorts (e.g. about 50% of the youngest depression cohort reports an onset before 20 




Figure C3: Age of onset distribution of Major Depression in five cohorts (GHS-MHS data) 
 
 
This picture is typical and has been used to demonstrate an increase of major depression in many 
studies, especially in women (e.g., Klerman & Weissman, 1989). But an interpretation towards a real 
substantial increase in prevalence and a real substantial decrease in first onset over time should be 
made with caution because artifactual explanations (especially memory bias) may play a major role: 
people tend to forget earlier episodes (even when having been hospitalized some years before) and 
thus reliability and validity of the retrospectively reported onset information decrease dramatically over 
longer time periods.  
 
The view of a rapid increase of mental disorders would match psychosocial hypotheses suggesting an 
increase in risk factors for mental disorders in light of important social changes in recent years (e.g., 
more disintegration, less familial cohesion, higher uncertainty about future developments, more 
discontinuous educational and professional careers, globalization etc.). But empirical evidence is 
scarce and alternative hypotheses exist (e.g. rather change in recognition rates and prescription 
behaviour compared to earlier times when mental disorders were largely under-estimated and out of 
the public focus), thus it would be premature to proclaim dramatic and epidemic increases of mental 
disorders. Prevalence rates of manifest mental disorders do not seem to be very “volatile” and 
responsive towards shorter periods of cultural change. However, subjective quality of life, life 
satisfaction and perceived distress beyond diagnostic categories may well be much more sensitive to 
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Numerous clinical studies have highlighted that there are remarkable associations between mental 
and somatic disorders. Diagnostic criteria for mental disorders paid tribute to such associations by 
numerous diagnostic hierarchy rules and differential diagnostic considerations. However, even when 
applying these diagnostic principles and ruling out artefactual comorbidity (e.g., symptom overlap 
between diagnoses) we find significant associations between mental disorders and somatic conditions 
in the clinical setting as well as in community studies. But most of these community studies show two 
limitations: 1. Limited validity of the assessment of either mental or somatic diagnoses (or both), e.g., 
self-report questionnaires instead of comprehensive diagnostic interview and examination; 2. Limited 
number of included diagnoses (often restricted to depression and one or few somatic diagnoses). 
Further, most previous research is limited in identifying causal relationships due to a cross-sectional 
nature or the lack of measures to investigate the interplay of somatic and psychological mechanisms 
in detail.  
 
This Habilitation will not contribute to the latter point of causality (apart from some speculations in the 
discussions). In fact, the following chapter adds to the literature rather by exemplarily replicating 
associations between somatic and mental disorders without above mentioned two limitations (i.e. high 
level of reliability of both psychological and somatic assessment, wide range of included diagnoses). 
Thus, significant comorbidity patterns – at least a necessary condition for causality – are identified on 
a relatively sound basis and with a higher specificity compared to previous research. A further goal 
was to investigate the interaction of mental and somatic diagnoses with regard to the burden 
associated with morbidity. Independent from the question of causality it is enhancing our knowledge 
on health and illness as comprehensive concepts if we determine the (relative) contribution of different 




1. Mental disorders and asthma in the community   
 
The following section is based on: 
 
D1. Goodwin, R., Jacobi, F. & Thefeld, W. (2003). Mental disorders and asthma in the community. 
Archives of General Psychiatry, 60, 1125-1130. 
 
 
1.1 Background and research questions 
 
While most evidence to date suggest a link between asthma and mental disorders, several 
methodological features limit the generalizability of these data. First, previous community-based 
studies have relied on self-report diagnoses of asthma rather than based on clinical examination by a 
physician. Second, previous community-based studies have reported on a limited number of mental 
disorders or psychiatric symptoms, yet there is no available information on the association between 
asthma and the variety of mental disorders in adults. Third, it is also possible that information bias 
related to help seeking could influence the knowledge about a diagnosis of asthma if an 
epidemiological study is based in a clinical setting. The goal of the current study was to investigate the 
relationship between asthma and mental disorders among adults in the community, overcoming 
limitations of previous studies. Specifically, the study will examine the relationship between asthma 
and mental disorders (current / the past 4 weeks, as well as lifetime), using physician-diagnosed 
asthma and mental disorders assessed with a well-validated structured interview, among adults in a 





While the overall design of the GHS-MHS has been described in Chapter A, the diagnostic process of 
the asthma assessment is addressed here. In the core survey of the GHS participants completed a 
self-report questionnaire about a variety of medical diagnoses including asthma. After the study 
physicians (who were trained to assess a variety of medical conditions in epidemiological studies but 
were not pulmonologists) had reviewed the self-report questionnaires ( “yes”, "no”, or “don't know" to 
the question: "Do you have asthma?"), a standardized, specific examination for the presence of 
asthma was carried out. Physician's decisions were made on the basis of the following questions: (1) 
"Did you ever receive an asthma diagnosis by a physician?" (2) "If yes, how was this assessed?” 
(clinical interview only, additional respiratory function test and/or additional allergy test) (3) "What kind 
of asthma was diagnosed?"  (allergic,  nonallergic, or mixed) (4) "Did you utilize one of the following 
services owing to an asthma attack within the last 12 months: Hospital? Emergency? Doctor?" (no, 
once, more than once) (5) "Do you take corticosteroid medication owing to asthma?" (no, occasionally, 
constantly) (6) "Did you experience asthma attacks as life threatening?" (never, rarely, often) (7) "How 
many asthma attacks did you have within the last 12 months?” (none, 1-3, 4-12, >12, daily). 
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On the basis of this information, study physicians corrected the self-report data, with a resulting 
asthma sample of N=107 (current/4-week) and N=236 (lifetime) (Table 1 from Goodwin et al., 2003). 
They had assigned an asthma diagnosis to 13 participants who did not report having asthma on the 
self-report questionnaire and to 10 participants who had said they did not know whether they had 
asthma. 62 of the participants who had self-reported asthma diagnoses were reassigned by study 
physicians to the category of "no asthma" cases. 
 
The severity of asthma may play a role in the association with mental disorders. Therefore the asthma 
group was dichotomized into "severe" and "nonsevere" (i.e., asthma diagnosis present but not severe) 
in order to investigate not only a general association between asthma and mental disorders but also a 
possible dose-relationship with regard to severity. We assigned the label "severe asthma" if at least 
one of the following was present: hospital or emergency room admittance owing to asthma within the 
last 12 months, taking corticosteroid medication constantly, having experienced asthma attacks as life 
threatening, or having had more than 12 asthma attacks within the last 12 months. This resulted in 93 
cases of severe asthma (39% of the lifetime cases and 51 % of the current cases).  
 
Mental disorders were assessed as described in Chapter A. In order to avoid artefactual comorbidity 
findings due to symptom overlap we recoded anxiety disorders where panic attacks are involved as 
follows: shortness of breath, feelings of suffocation and chest pain were eliminated from the eligible 
symptoms for a panic attack, i.e. participants had to report enough panic symptoms other than these 
three to qualify for panic attacks.  As the severity of impairment associated with mental disorders may 
also be related to the strength of the association with asthma, we introduced an additional severity 
criterion based on at least one of the following additional requirements: (1) reported disability or 
productivity cutback due to emotional problems within the past 4 weeks; (2) having sought 
professional help due to mental health problems; or (3) having been recommended to seek 
professional mental health treatment by a health care professional. 
 
Multiple logistic regression analyses were used to determine the association between current and 
lifetime nonsevere and severe asthma and each mental disorder assessed during the corresponding 
period. Associations between asthma and “severe mental disorders” were computed using the same 
procedure. Age, sex, and sampling weights were adjusted for in each analysis to produce estimates 





The following results are from Table 2 (Goodwin et al., 2003): 
 
• Current nonsevere asthma was associated with the increased likelihood of any affective disorder 
and any severe mental disorder 
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• Current severe asthma was associated with a significantly increased likelihood of any anxiety 
disorder, specific phobia, panic disorder, and panic attacks  
• Lifetime nonsevere asthma was consistently associated with increased odds of any anxiety 
disorder, anxiety disorder not otherwise specified, any somatoform disorder, and any severe 
mental disorder.  
• Lifetime severe asthma was associated with the increased likelihood of any anxiety disorder, panic 






To our knowledge this study is the first to investigate the link between asthma and mental disorders 
using physician-diagnosed asthma in a representative sample rather than relying on respondent self-
report data. Evidence of a link between asthma and mental disorders presented herein suggests that 
this association is not likely to be the result of a self-report bias, which has previously been suggested 
as a possible explanation for this association. Moreover, to our knowledge, these data are the first to 
examine the relationship between asthma and mental disorders using a standardized instrument, 
which has been well validated in cross-national samples, to assess a wide-range of DSM-IV mental 
disorders while previous studies have focused largely on the relationship between asthma and 





In particular two limitations of this study should be noted and considered when interpreting these data, 
namely the lack of pulmonary function tests as a weakness in the diagnostic procedure when 
determining the asthma diagnosis, and problems linked to statistical power. According to standards set 
by the American Thoracic Society, objective assessments of pulmonary function are necessary for the 
diagnosis of asthma because medical history and physical examination cannot objectively characterize 
the status of lung impairment. Thus, for a state-of-the-art diagnosis a clinician should determine (1) the 
presence of episodic symptoms of airflow obstruction, (2) that airflow obstruction is at least partially 
reversible, and (3) that alternative diagnoses are excluded. Recommended methods for diagnosis 
include detailed medical history, physical examination focusing on the upper respiratory tract, chest, 
and skin, and spirometry to demonstrate reversibility of airflow obstruction. Assessment in the current 
study included medical history and physical examination, but use of spirometry was impossible owing 
to practical limitations. In addition, small cell size in some of the comparisons may have limited our 
ability to detect statistically significant differences for some of the less common mental disorders (e.g., 




1.4.2 Asthma and anxiety disorders 
 
The results suggest a strong and consistent link between asthma and anxiety disorders. This 
association is evident across periods and levels of severity, yet the relationships appear strongest 
among those with more severe disorders in terms of both asthma and anxiety disorders. The reason 
for the association between asthma and mental disorders cannot be determined from these data 
alone; there are several possible explanations. First, it might be that having asthma, which can be a 
long-term and potentially life-threatening condition, may increase the levels of anxiety, which in some 
persons can lead to full-blown anxiety disorders. The strongest links appear between lifetime severe 
asthma and GAD, as well as panic attacks and panic disorder (even when symptom overlap is ruled 
out), which is consistent with data from previous clinical and epidemiological studies that have used 
self-reported asthma or clinically selected or epidemiological samples (Afari et al., 2001; Goethe et al., 
2001; Perna et al., 1997; Garden & Ayres, 1993; Nascimento et al., 2002;Swadi, 2001; Carr et al., 
1994; Bussing et al., 1996; Vila et al., 2000; Brown et al., 2000; Goodwin et al., 2003; Yellowless et 
al., 1988; Goodwin & Pine, 2002). From a clinical perspective, it is feasible that severe asthma (i.e., 
chronic and more likely to involve severe life-threatening episodes than mild asthma) could increase 
worry, a key feature of GAD, and panic experiences due to the episodic, often sudden exacerbations 
in asthma attacks, or triggering panic in response to life-threatening episodes.  
 
As asthma medications have been shown to have some anxiogenic properties (ten Thoren et al., 
2000; ten Brinke et al., 2001) it is also conceivable that overuse of medications by individuals is 
stimulated by elevated levels of anxiety and also subsequently contributes to the onset of full-blown 
anxiety disorders. It is possible that those with higher levels of anxiety overuse medications. In 
addition, physicians might prescribe higher doses of medication for patients with asthma who are 
anxious (Dirks et al., 1977). 
 
The observed relationship between asthma and social phobia is consistent with previous studies 
among youths (Bell et al., 1990; Teiramaa, 1978; Ortega et al., 2002; Goodwin et al., 2003) that have 
shown linkages between (1) behavioral inhibition and allergy, which co-occurs with asthma in most 
cases among youths; (2) an association between shyness or social introversion and greater severity of 
asthma among youths; and (3) social phobia and asthma among youths in the community. 
Additionally, the link between specific phobia and asthma is consistent with results of previous studies 
among youths showing linkages between specific phobia and asthma in the community.  
 
An alternative explanation is that a third outside factor such as a common genetic vulnerability to both 
asthma and anxiety disorders (Steptoe & Vogele, 1992), or a common environmental risk factor – such 
as lower socioeconomic status, or childhood adversity such as childhood trauma (Muntaner et al., 
1998; Grant et al., 2000; Roman et al., 2002; Seidel et al., 1986) – has been shown to be associated 
with both asthma and anxiety disorders and increases the risk of the co-occurrence of both asthma 
and anxiety disorders.  
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1.4.2 Asthma and bipolar disorders 
 
There was a strong and statistically significant association between severe lifetime asthma and bipolar 
disorder and consistently strong point-estimates between asthma and bipolar disorder across 
measurement periods though not all associations reached statistical significance. This confirms data 
from clinical samples and is also consistent with clinical evidence of psychopharmacological treatment 
for bipolar disorder (Couturier et al., 2001;Brown et al., 2002; Nasr et al., 1977; Goodwin & Hoven, 
2002): those who reported the highest level of corticosteroid use are included in the severe group, 
while the less severe group, who report less frequent medicine use, do not show as strongly increased 
odds of bipolar disorder.  
 
 
1.4.3 Asthma and somatoform disorders 
 
The lack of association between asthma and somatoform disorders is of interest, as it might be 
expected that if the association between asthma and mental disorders resulted from a tendency 
toward somatization, over-reporting of physical symptoms, or hypochondrical concerns, there would 
be an observable link between asthma and somatoform disorders. Yet, only lifetime nonsevere asthma 
is associated with somatoform disorders and, in contrast to the strong linkages between lifetime 






Overall, these data suggest that there is an association between asthma and mental disorders among 
adults in the community. While these associations appear stronger between both severe asthma and 
severe mental disorders, the patterns of association are relatively consistent across groups, especially 
strong among anxiety disorders, although not all associations reach statistical significance. Future 
studies that use longitudinal data with additional information on genetic, familial, environmental, and 
psychosocial risk factors for both asthma and mental disorders are needed to uncover the mecha-
nisms of these associations. Identification of common genetic or biological pathways for the 
development of asthma and mental disorders could have important implications for future research 













2. Disability and poor quality of life associated with comorbid anxiety disorders and physical 
conditions 
 
The negative impact of comorbidity of depression with physical illness has been well documented 
(e.g., Frasure-Smith & Lesperance, 2003; Stein et al., 2006; Frasure-Smith et al., 2002; Thomas et al., 
2003). Also in the GHS-MHS we found strong associations between major depression and several 
disability measures in a wide range of somatic disorders (Baune, Adrian & Jacobi, 2007). In this 
respect (interaction between mental and somatic disorders with regard to disorder burden), anxiety 
disorders have been neglected in the past and therefore the following study will be described here: 
 
D2. Sareen, J., Jacobi, F., Cox, B., Belik, S.-L., Clara, I. & Stein, M.B. (2006). Disability and poor 
quality of life associated with comorbid anxiety disorders and physical conditions. Archives of 




2.1 Background and research questions 
 
Despite increasing evidence that anxiety disorders are often comorbid with somatic disorders, some 
specific limitations of the current literature on this topic exist. These are the same as mentioned above 
(Goodwin et al., 2003): the association between anxiety disorders and physical disorders found in 
clinical samples may be limited by sampling biases; most epidemiological studies have used self-
report diagnosis of physical health conditions; since individuals with anxiety disorders are more likely 
to report physical symptoms, it is possible that there may be a self-report bias of physical health  
conditions among individuals with anxiety disorders; and most epidemiologic studies have used lay 
interviewers to diagnose mental disorders rather than trained health professionals. Furthermore, 
findings have been discrepant on the relationship between comorbidity of anxiety disorders and 
physical conditions with disability and quality of life. Some primary care sample studies (Olfson et al., 
2000; Marcus et al., 1997; Hollifield et al., 1997; Olfson et al., 1997; Nisenson et al., 1998) have found 
that anxiety symptoms and anxiety disorders are associated with excess disability among primary care 
patients with physical health problems, whereas others have found that the associated disability was 
either minimal or due to comorbidity with other mental disorders. It remains uncertain whether the 
comorbidity of anxiety disorders with physical health problems is associated with functional 
impairments. Again, the GHS-MHS is a fine sample to address these problems.  
 
First, we examined whether there were unique associations between the presence of an anxiety 
disorder with particular physical conditions. Second, we examined whether the comorbidity of anxiety 
and physical health problems was independently associated with poor quality of life and disability even 






Some methodological remarks beyond the previous method sections: 
 
• In the previous literature, two specific methods have been used to adjust for the effects of overall 
burden of physical illness on quality of life and service utilization: (1) a variable that counts the 
total number of physical conditions (Stein et al., 2006; McWilliams et al., 2004) and (2) the 
Charlson Comorbidity Index (CCI, Charlson et al., 1987; Charlson et al., 1994; Pompei et al., 
1988; Barsky et al., 2005; de Jonge et al., 2006). The latter measure was developed empirically to 
reliably index physical conditions that singly or in combination increase the short-term risk of 
mortality. All the chronic conditions assessed in the survey were given a CCI weight (from 1 to 6). 
A total score was computed by adding all assigned weights for each chronic condition. 
 
• Since all quality-of-life and disability variables were from the past month, we used only past month 
mental disorder diagnoses. For the current analysis, we categorized a DSM-IV anxiety disorder 
diagnosis based on the presence of any of the following anxiety disorders: panic disorder, 
agoraphobia, social phobia, simple phobia, generalized anxiety disorder, and obsessive-
compulsive disorder. (Posttraumatic stress disorder was not assessed in this survey.) We also 
categorized a mood disorder diagnosis (major depression, dysthymia, bipolar disorders) and a 
substance use disorder diagnosis (alcohol and illicit substance abuse or dependence) in order to 
include other mental disorders to control for. 
 
• Similar to previous surveys (Kessler et al., 2003; Sareen et al., 2004) past 30-day disability was 
examined by the self-reported number of days of being unable to carry out usual daily activities. 
Parallel questions were asked for number of days of disability due to physical problems and 
emotional problems or use of alcohol or other drugs. Respondents were asked how many days in 
the prior 30 days they were totally unable to do the things they normally did. Responses ranged 
from 0 to 30 days. Because of the skewed nature of the responses, with most people in the 
community reporting 0 days of disability, a dichotomous variable was created: 0 days vs. 1 or 
more days of disability. 
 
• We used multiple logistic regression to determine associations between anxiety disorders and 
individual physical conditions. Covariates in the analysis included sociodemographic factors, 
presence of a mood disorder, and presence of a substance use disorder. Next, using age-of-onset 
data available for both anxiety disorders and physical conditions, we examined the temporal order 
of onset of comorbid cases. We also examined the association of comorbidity of anxiety disorders 
and physical health conditions with functional status: SF-36 scores and past 30-day disability. This 
analysis was limited to physical conditions that were significantly associated with anxiety 
disorders. In all regressions described herein, we included the following covariates: 
sociodemographic factors, mood disorder, substance use disorder, and CCI scores. Multiple linear 
regression was used to examine the association of comorbidity of anxiety disorders and physical 
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illness with the physical component score (PCS) and the mental health component score (MCS) of 
the SF-36. Finally, multiple logistic regression was used to determine whether comorbidity of an 
anxiety disorder and a physical health condition was associated with an increased likelihood of 






Core results were: 
 
1. An anxiety disorder diagnosis was significantly associated with a mood disorder and substance 
use disorder diagnosis, supporting the need to adjust for the latter variables in all analyses (Table 
1 from Sareen et al., 2006). 
 
2. The presence of an anxiety disorder was associated with respiratory diseases, gastrointestinal 
diseases, arthritic conditions, allergic conditions, thyroid diseases, migraine headaches, and any 
past month physical condition (Table 2).  
 
3. Across all physical conditions, most comorbid cases had the onset of the anxiety disorder before 
the physical conditions (Table 3). 
 
4. Importantly, the presence of a combination of anxiety disorders with any physical condition was 
associated with a lower mean PCS score than presence of any physical condition alone (i.e., 
without an anxiety disorder; Table 4, Figure 1). This finding remained statistically significant in 
multiple linear regression models that adjusted for sociodemographic factors, presence of mental 
disorders, and overall physical disease burden (as indexed by the CCI). For each physical 
condition the mean PCS score was significantly lower for those who had an anxiety disorder in 
addition to the physical condition. Further adjustment for mental disorders and overall physical 
disease burden attenuated the association for thyroid disease, arthritic conditions, and 
gastrointestinal disease but remained statistically significant for respiratory disease, allergies, and 
migraine headaches.  
 
5. Compared with the presence of a physical condition alone, we found that the combination of an 
anxiety disorder and a physical condition was associated with one or more days of disability due to 
physical illness, even after adjusting for sociodemographic factors, mood disorders, substance use 
disorders, and CCI scores (Figure 2). Compared with respondents without anxiety disorders, the 
presence of an anxiety disorder was associated with 1 or more days of disability across all 
physical conditions. In multiple logistic regression models that adjusted for sociodemographics, 
other mental disorders, and CCI scores, the presence of an anxiety disorder was associated with 




This study systematically evaluates the association between anxiety disorders and physical conditions 
in a large epidemiologic sample using standardized physician based diagnosis of physical conditions. 
The current study has three important novel findings, namely a) the presence of an anxiety disorder 
was uniquely associated with a broad range of physician diagnosed physical conditions; b) the 
retrospective age-of-onset data suggest that the anxiety disorder preceded the onset of physical 
conditions among respondents with comorbidity; c) the comorbidity of anxiety disorders with physical 
conditions was associated with increased likelihood of poor quality of life and disability compared with 
a physical condition alone even after adjusting for a range of sociodemographic and clinical variables. 
Although there have been increased efforts to recognize and treat depression in the medically ill, our 
findings underscore the need to create similar programs to recognize and treat anxiety disorders in the 
medically ill. 
 
Dissimilar from previous work (Sareen et al., 2005; Roose, 2001) the association between cardiac 
disease and anxiety disorders was no longer statistically significant after adjusting for comorbid 
depression and substance use disorders. We believe that this finding can be attributed to the low 
prevalence of cardiac disease (2.4%) in the current analysis, which excluded people older than 65 
years. We did not find an association of anxiety disorders with hypertension and diabetes. The 
literature has produced inconsistent findings with regard to these associations (Goodwin & Davidson, 
2005; Paterniti et al., 1999; Grigsby et al., 2002; Green et al., 2000). The difference in findings 
between studies is likely attributable to differences in the methods of assessment of anxiety disorders 
and physical health problems and the types of samples examined. 
 
The mechanisms of association between anxiety disorders and physical conditions remain unknown 
although – similar to the discussion on asthma and mental disorders above – several possibilities 
should be considered:  
 
1. A direct causal relationship between physical health and anxiety disorders may exist. For example, 
the presence of a physical illness, especially a life-threatening illness, may lead to the onset of 
increased anxiety and worry that reaches anxiety disorder proportions.  
 
2. The presence of an anxiety disorder may increase the likelihood of physical illness through 
biological mechanisms (e.g., changes in the hypothalamic-pituitary axis system or alterations in 
autonomic nervous system activity).  
 
3. Psychological mechanisms, such as anxiety sensitivity (fear of body symptoms) (Goodwin et al., 
2003; Goodwin & Stein, 2004) may be important in both maintenance of the anxiety disorder and the 
physical health problem.  
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4. An indirect mechanism might explain the relationship, in which a third variable may lead to 
comorbidity. For example, the presence of anxiety disorder may lead to a substance use disorder that 
in turn leads to a physical health problem. The presence of a physical illness may lead to the use of a 
medication that has an adverse effect on anxiety symptoms (e.g., bronchodilators in respiratory 
disease).  
 
5. Common genetic, environmental and personality factors (Goodwin & Stein, 2003; Katon et al., 2004; 
Kessler et al., 2005) may explain the co-occurrence of anxiety disorders with physical health problems. 
 
The mechanism(s) that leads to reduced quality of life and increased disability among those with 
comorbid anxiety disorders and physical conditions requires careful consideration. Katon et al. (2004) 
present a model that poses possible mechanisms to explain the adverse impact of comorbidity of 
anxiety and depressive disorders with asthma. They suggest that the presence of an anxiety or 
depressive disorder may reduce the capacity to manage asthma and other life challenges, which may 
lead to decreased adherence to treatment of asthma. Decreased adherence to treatment of asthma 
may lead to increased asthma symptom burden and increased functional impairment. Further 
examination of the mechanisms that lead to increased morbidity among those with cooccurrence of 
anxiety and physical illness is required. 
 
The current study has a number of limitations:  
 
1. The survey was limited to adults (aged 18-65 years); therefore, the current findings may not be 
generalizable to elderly and very young individuals.  
 
2. The retrospective recall of age of onset of conditions, commonly used in cross-sectional 
epidemiologic surveys may be affected by recall errors. Future longitudinal studies on this topic are 
warranted.  
 
3. Although the CCI was significantly associated with functional impairment and has been commonly 
used to adjust for the effects of medical morbidity, it is not a complete control for medical morbidity.  
 
4. Although physicians diagnosed the physical illnesses, certain physical illnesses are based more on 
self-reported data (e.g., arthritis) than others (e.g., diabetes). Thus, some of the associations found in 
the current study may be biased by over-reporting of physical symptoms in anxious patients.  
 
5. Although the respondents to the survey did not differ significantly from nonrespondents on several 
variables, response to the survey may nonetheless be a potential source of selection bias. 
 
In conclusion, the current study demonstrated that anxiety disorders are uniquely associated with 
several physical health conditions in the community, and this comorbidity is itself associated with 
poorer functional outcomes. In combination with recent data demonstrating that anxiety disorders are 
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risk factors for suicidal behaviour (Sareen et al., 2005) the current study suggests that anxiety 
disorders should be considered an important public health problem in the community. During the last 
decade, efforts have been substantially increased to improve recognition and treatment of depression 
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In this Habilitation I presented work on the impact of mental disorders mainly at a societal – rather than 
individual – level. Following an introduction into methods and validity of community studies, prevalence rates 
are reported for Germany and the EU. Costs and burden of mental disorders are addressed in monetary 
terms (cost-of-illness studies) as well as in terms of DALYs, functional impairment, health related quality of 
life, life satisfaction indicators and treatment utilization. Finally, examples for the strong association between 
disability in somatic disorders and the presence of comorbid mental disorders were presented. Own findings 
came from 10 peer review publications from 2002-2006.  
 
Data like these – with a 12-month prevalence for mental disorders of about 25% and a lifetime risk of about 
50% in the adult population – have led to a debate in the recent epidemiological literature as to whether the 
reported prevalence of mental disorders are maybe too high (e.g., “lack of clinical significance”). Our results 
rather suggest that mental disorders have been neglected in the past (e.g., lower prevalence estimates 
because focusing mainly on schizophrenia, suicide and severe mood and substance use disorders).  
 
The prevalence rates would be even higher if “subthreshold” conditions with clinically significant impairment 
would be included. However, the epidemiology of syndromes below the diagnostic threshold was not 
reported here because a systematic data base is lacking and the DSM/ICD approach with its thresholds is 
representing the currently best common denominator. 
 
It should be also been kept in mind that the prevalence of somatic conditions is very high as well and that 
intermittent ill-health is just a characteristic of normal human experience. In the same 12-month time frame 
the prevalence of any somatic condition is greater than 60%, and why should our most complex organic 
system – brain and CNS – be less affected than other parts of our body?  
 
However, the high prevalence, the early onset, the persistence and the high level of comorbidity suggests 
that changing diagnostic criteria by focusing only on “severe mental illness” in health care planning would be 
quite problematic. Kessler et al. (2003) showed that there is a prospective gradient (dose-response 
relationship) in mental disorders between different severity levels and negative outcomes (e.g. work loss, 
suicidality, chronicity of a disorder). But even mild disorders showed always significantly worse outcomes 
than non-cases, and the outcomes in moderate cases were not significantly worse compared to mild cases. 
Furthermore, it has to be taken into account that mild cases are more frequent than severe cases and thus 
are in sum associated with higher burden. Also preventive aspects should be taken into account (mild 
disorders as precursors of severe and highly comorbid conditions). This refers again to the topic of 
“subthreshold” conditions mentioned above: it may be well cost-effective to provide certain subjects with 






Table CD1 reveals that mental health factors play also an important role in the main causes for DALYs other 
than mental disorders. Most of the 20 conditions are either mental disorders or other disorders of the brain, 
or are often associated with mental ill-health in terms of course and outcome (e.g., higher mortality in 
depressed cardiac patients; important behavioral aspects in chronic obstructive pulmonary disease and 
asthma; accidents and injuries attributable to alcohol and drugs; interplay between health behavior and 
diabetes etc.). Furthermore, (adjunctive) mental health interventions in prevention, therapy or rehabilitation 


















responsive for treatment 
or rehabilitation with 
(adjunctive) mental 
health care or behavioral 
interventions 
 






Ischaemic heart disease     
Alzheimer and other dementias     
Cerebrovascular disease     
Alcohol use disorders     
Hearing loss, adult onset      
Chronic obstructive pulmonary dis.     
Trachea, bronchus, lung cancers     
Rheumatoid arthritis     
Road traffic accidents     
Diabetes mellitus     
Colon and rectum cancers     
Breast cancer     
Self-inflicted injuries     
Cirrhosis of the liver     
Drug use disorders     
Migraine     
Asthma     
Endocrine disorders     





The true size and burden associated with mental disorders and the potentials of a further promotion of 
mental health is beginning to be acknowledged by policy and public. The size and the considerable cost 
implications of mental disorders have lead to concerted action on various levels (e.g., ministerial conference 
on mental health, Green Paper by the European Commission, 2005) – not least on the basis of some recent 
research reported here. Policy has begun to highlight that there is “No health without mental health!”.  
 
For a better understanding of the complex interactions within the field of mental and somatic health there is a 
continued need for epidemiological studies in the community (Wittchen, 2004), both descriptive and 
analytical. In particular ongoing and future longitudinal studies – preferably including clinical interventions 
and experimental variation in the design – can serve as a basis for developing better etiopathogenetic as 
well as intervention models. Less expensive cross-sectional research is sufficient for an evaluation of size 
and burden of ill-health as exemplarily done in the presented work. How to address the existing and 
forthcoming mental health problems of our society in practice is a different topic. Funding research and 
educational programs, implementing (and monitoring) prevention strategies, dissemination of state-of-the-art 
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